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LEFT VENTRICULAR FAILURE * 
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DISEASES OF THE HEART, LONDON 
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FOR 


(With IWustrations on Plate) 


UntTiL recently the subject of left ventricular 
failure has received scant attention in this country, 
largely because of the dominant influence of 
Mackenzie’s teaching, which led to general accept- 
anee of the so-called ‘ forward-failure”’ theory. 
Mackenzie’s researches on abnormal cardiac rhythms 
naturally concentrated his attention on heart-failure 
associated with auricular fibrillation, in which, as 
I shall later show, the two sides of the heart tend to 
fail together. From this he came to visualise the 
heart as a single pump whose function was to transfer 
blood from the venous to the arterial side of the 
circulation in quantities adequate for varying bodily 
requirements. But in reality the heart comprises 
two separate pumping units, right and left, between 
which is interposed a vascular sponge in the form of 
lungs, which, by virtue of their ready capacity to 
take up additional blood, play an important part in 
the mutual adjustment of the two sides of the heart. 
Normally these two pumps work in exact harmony, 
the left ventricle quickly adapting its output to 
correspond to the volume of blood delivered to it by 
the right, which thus sets the pace. The physio- 
logical adjustments by which the two ventricles are 
maintained in equilibrium can be explained in terms 
of Starling’s law of the heart, formulated on the basis 


of experiments with the heart-lung preparation. 
Similarly, Henderson and Prince (1913-14) have 


explained why the left ventricle does not outstrip 
the right and so pump the lungs dry. By placing 
the more powerful ventricle in front of the lungs, 
nature has guarded against their being flooded under 
normal conditions ; but when, as happens in certain 
pathological states, the left ventricle is overburdened, 
it may fail to keep pace with the right, with the 
result that blood accumulates behind it, in the lungs. 


HISTORICAL 


The idea that the two ventricles of the heart may 
fail separately or in sequence is not new but merely 
an old doctrine gone out of fashion. 

At the beginning of last century Laennec’s great 
discovery focused the minds of contemporary cardio- 
logists on valvular lesions and their relation to 
cardiac hypertrophy and dilatation. 

James Hope in this country and Bouillaud and 
Bertin in France came to regard the congestive 
manifestations of heart-failure secondary to 
dilatation. Looking backwards from a_ valvular 
stenosis, they conceived, first, an attempt to over- 
come the obstruction by hypertrophy ; next, gradual 
exhaustion of the overburdened ventricle resulting 
in dilatation; and, finally, an accumulation of 
blood behind the dilated cavity in the form of venous 
engorgement and its consequences, 

Hope (1839) described the syndrome of left 
ventricular failure in terms which scarcely need 
modification today. Explaining the mechanism of 
heart-failure in aortic obstruction, he wrote as follows: 
‘* While the left ventricle is palpitating to disgorge 
itself through the contracted aperture (i.e, the aortic), 


as 


* The Strickland Goodall memorial lecture delivered at the 
Apothecaries’ Hall, March 29, 1939. 
6041 
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the right, acting in concert with it. deluges the lungs 
with an inordinate quantity of blood; whence 
ensues a paroxysm of dyspnoea ; next, in consequence 
of the pressure of blood in the lungs, the supply 
to the left ventricle increased: this ventricle, 
therefore, instead of relieving its own engorgement 
by palpitation, only aggravates it, and the fit does 
not subside until either the heart becomes gradually 
exhausted by its own efforts, or (what is more common) 
until the internal congestion is relieved by determina- 
tion to the surface, or a copious discharge of watery 
mucus from the lungs.” 

Though Kreysig (1814) had already distinguished 
between paroxysmal and = continuous cardiac 
dyspnoea, Hope was, [ believe, the first to use the 
term cardiac asthma and to postulate its 
engorgement of the lungs. 

This clear-cut conception of left-sided failure 
received support from the classical experiments of 
Welch (1878), who produced pulmonary oedema 
in rabbits by ligature of the descending aorta and 
branches of the arch, or of the pulmonary veins. 

Fraentzel (1889) described left ventricular failure 
as occurring in Bright’s disease and attributed acute 
pulmonary cedema to a disproportion in output 
between the two sides of the heart, 

In France the clinical syndrome of left ventricular 
failure was described by Sée (1889), Huchard 
(1899), and Merklen (1908), whose ideas were further 
developed by Lian (1910, 1922), Vaquez (1913), 
Tessier (1905), and Lutembacher (1933). 

Vaquez said that the essential features were 
tachycardia, painful dyspnmwa, pulmonary oedema, 
and gallop rhythm, and postulated acute dilatation 
of the left ventricle as its basis. 

The French school have emphasised the occurrence 
of pain and include as an essential symptom the 
so-called angina of decubitus, which. following the 
ideas of Merklen and Lauder Brunton, they attribute 
to painful distension of the left ventricle. 

The modern conception of left-sided heart-failure 
is essemtially the same as that first enunciated 
by Hope, but it has been further developed in 
detail by experiments on animals and by direct 
measurements of circulation-rates in man. 

In recent times valuable contributions to the 
pathological physiology of left-sided failure have been 
made by American workers, especially by Harrison 
and his colleagues, by Blumgart (1931), and by Weiss 
and Robb (1933). I must also acknowledge my 
indebtedness to the comprehensive surveys of recent 
work on heart-failure given in the monographs of 
Harrison (1935) and Fishberg (1937). 
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DEFINITION, INCIDENCE, 
In clinical terms, left heart-failure implies pul- 
monary engorgement behind a weakened left ventricle, 
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without systemic venous congestion and its con- 
sequences and with a normal venous pressure. 
Following Harrison, we may define it, in terms of 


cardiodynamics, as a failure of the left ventricle to 
maintain a normal output in the presence of a normal 
filling pressure. 

I have analysed a series of 154 cases of left ventri- 
cular failure, comprising 132 cases in which pulmonary 
congestion was paroxysmal and 22 in which it was 
persistent or terminal. All but 17 of this series were 
consecutive cases seen in practice, Of these 154 cases 
119 were men and 35 women, giving a ratio of just 
over 3 males to 1 female, which corresponds closely 
to the sex-incidence of angina pectoris. The ages 
ranged from 35 to 82, the average age at the onset 
of symptoms being 60} years. The maximal incidence 
was in the sixth and seventh decades, 

Three common forms of heart-disease predispose 


to left ventricular failure—namely, hypertension, 
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coronary arteriosclerosis, and aortic disease—of these 
hypertension is predominant, Of 132 patients with 
paroxysmal dyspnoea 111 (84 per cent.) had hyper- 
(Angina pectoris or coronary thrombosis 
was present in 54 cases (41 per cent.), of which 43 
also had hypertension, Aortic disease was present 
in 21 per cent.); 18 of them had aortic 
incompetence and 3 aortic stenosis. Aortic incom- 
petence was syphilitic in 8 rheumatic in 2, 
and due to hypertension or atheroma in 8. These 
figures are probably an underestimate of the réle of 


tension, 


cases 16 


Cases, 


syphilitic aortic disease, which would have been 
greater in a similar series of hospital cases. In the 
non-paroxysmal group of 22 cases coronary throm- 


bosis occurred in 18, hypertension in 12, and aortic 
incompetence in 1, 


CLINICAL FEATURES 
The dominant clinical manifestation of left 
ventricular failure is pulmonary congestion and 


cedema, and every grade of it may be observed from 
scanty basal crepitations to gross waterlogging of 
the lungs and hydrothorax. The symptoms vary in 
severity from nocturnal cough and slight wheezing 
to severe dyspnoea and asphyxia. On clinical grounds 
it is customary to distinguish between acute pul- 
monary oedema and paroxysmal! dyspnea, often called 
cardiac asthma, Analysis of the case-notes of 132 
patients, all of whom I have interrogated and 
examined, has amply confirmed my impression that 
these two clinical syndromes cannot properly be 
separated, for they represent merely different degrees 
of pulmonary congestion. Severe bronchial spasm is 
an inconstant feature of the attacks; hence the 
term ‘cardiac asthma ’”’ is not generally applicable. 
I propose, therefore, to group the clinical manifesta- 
tions of left ventricular failure as follows: (1) 
paroxysmal pulmonary congestion, (2) pulmonary 
congestion of effort, and (3) chronic pulmonary 
congestion, 

(1) Paroxysmal pulmonary congestion.—I shall first 
describe an average kind of attack and then mention 
the common variations. 

\ man in the sixties, perhaps known to have hyper- 
tension or to be subject to anginal pain, becomes 
increasingly short-winded, yet by avoiding physical 
effort manages to lead a fairly normal life. Tired 
after a rather strenuous day, or perhaps after dining 
not wisely but well, he retires to bed and to 
sleep, to be wakened in an hour or two with a feeling 
of anxiety and of oppression in the chest. He sits 
up, or even seeks the window, for more air ; his heart 
is pounding, he starts to cough, and 
suffocating and fighting for breath. 

Called from his bed, the doctor finds his patient 
a prey to distressing dyspnoea, anxious, sweating, 
pale, and perhaps slightly cyanosed. The pulse is 
full and bounding, rate 120 or more, and regular. 
The blood-pressure is high, especially the diastolic. 
The breathing may be noisy, either from bronchial 
spasm or from bubbling bronchial sounds. 

The heart is enlarged to the left, and at the apex 
gallop rhythm is both palpable and audible. We 
shall find signs of pulmonary hypertension, 
such as palpable systolic pulsation over the right 
ventricular conus and pulmonary artery, succeeded 
by a distinct shock as the pulmonary valves close. 

The is hyper-resonant and emphysematous, 
bronchial spasm is likely, and there are basal crepita- 
tions. The cough, at first unproductive, is now 
associated with a little frothy sputum, perhaps slightly 
bloodstained, and, if we examine the handkerchief 
w hich the patient invariably clasps, we shall note the 
characteristic ‘* salmon spots.”’ 

The cervical veins are either invisible or fluctuating 
with respiration. Examination of the legs and back 
reveals no trace of cedema, but, if the attack has been 


too 


soon he is 


also 


chest 


VENTRICULAR FAILURE 





[JUNE 10, 1939 
a long one, or if it is not the first, the liver edge may 
be palpable. 

Morphine is given, and after an hour or so our 
patient is more comfortable, and we can leave him 
till the morning. Then we find him much better, 
though still breathless on moving, and with a rather 
quick pulse-rate. The blood-pressure has fallen 
somewhat, though the diastolic level remains high, 
and, in taking it, we now have time to notice a 
definite alternation of the pulse. 

There may still be rAles and rhonchi in the chest, 
but in a few days’ time, and after digitalis, the lungs 
become dry, and our patient is anxious to get about 
again. 

Minor attacks of pulmonary 
nocturnal orthopnea and cough. A patient may 
wake up once or more in the night with vague 
oppression in the chest, or with slight wheezing, 
quickly relieved by sitting upright, as often happens 
when those who use several pillows slip down in the 
bed during sleep. Another, not troubled unduly 
during the day-time, is liable to fits of coughing as 
soon as he lies down at night, with the result that 


congestion cause 


his sleep is much disturbed. He may describe a 
curious tickling in the throat, due to laryngeal 


congestion or possibly of reflex origin. 

In more severe forms the feeling of oppression in 
the chest at the start is often intense and may 
amount to acute pain. Soon the whole chest is 
bubbling with fluid, and the patient becomes col- 
lapsed and eyanosed, Profuse expectoration of pink 
frothy fluid is the rule, but there are exceptions, 
and I have not infrequently seen a patient, with 
grossly waterlogged lungs and deeply cyanosed, 
expectorate little or nothing. This is the broncho- 
plegic form of attack described by Huchard—the 
coup de sang pulmonaire. In this condition of circu- 
latory collapse combined with severe asphyxia a 
semi-comatose state may supervene, and whatever 
the blood-pressure at the start it quickly falls, and 
the pulse becomes small. After these severe attacks 
pulmonary cedema may persist for days or weeks, 
and a transient hydrothorax is not uncommon. 

(2) Pulmonary congestion of effort—In some patients 
paroxysmal dyspnea is provoked by effort or excite- 
ment during the day-time. While hurrying, going 
uphill, or venturing out of doors from a warm room, 
they are pulled up suddenly by cough and dyspnea, 
which is not at once relieved by halting and continues 
until the chest is cleared by expectoration of blood- 
stained frothy sputum. Gallavardin (1933, 1934) in 
particular has drawn attention to this kind of 
pulmonary oedema, which occurs more commonly in 
patients with mitral stenosis, subject to paroxysmal] 
dyspneea or pulmonary hemorrhage, than in left 
ventricular failure. Effort edema may be no more 
than a sudden aggravation of pre-existing pulmonary 
congestion, or it may occur in those whose lungs are 
usually dry. Gallavardin also describes pulmonary 
cedema of effort in patients with angina pectoris and 
advanced coronary disease ; at first they are pulled 
up by pain alone; but later, as the myocardium 
deteriorates, the effort pain is accompanied by 
dyspnoea and bloodstained expectoration. 

(3) Chronic pulmonary congestion,—After an attack 
of nocturnal dyspnoea the lungs may dry up quickly, 
or, if they do not, right-sided failure may follow, 
bringing some relief to the lungs. There remains a 
group of cases in which pulmonary congestion persists, 
without appreciable systemic engorgement and with 
a normal venous pressure. In other patients chronic 
pulmonary congestion develops insidiously, without 
nocturnal paroxysms, and may persist for months or 
exceptionally for more than a year, without 


any 
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signs of systemic congestion. They may sutter from 
some degree of nocturnal orthopnoea and are liable to 


cough and hemoptysis, but because of the absence of 


systemic cedema they are often thought to have 
bronchitis. 
The effect of treatment must be admitted. Now 


that mercurial diuretics are regularly used in the 
treatment of pulmonary cedema, many patients are 
probably kept systemically dry who would otherwise 
become dropsical; hence in them left-sided failure 
is artificially maintained. This is not necessarily so, 
for long ago Huchard described this chronic pulmonary 
cedema, persisting for months or years and often 
mistaken for bronchitis. 


PULMONARY MANIFESTATIONS 

At the onset of paroxysmal dyspnoea, or in mild 
attacks, the lungs may be clear of added sounds. 
Fine rhonchi and basal crepitations are commonly 
combined, but sometimes bronchial spasm alone is 
found, sometimes pulmonary cdema alone. Acute 
emphysema may develop, with the result that the 
lungs are hyper-resonant and distended and the heart 
is obscured, This was first described by Huchard 
and has been especially noted by Weiss and Robb. 
Hzemoptysis is common, not only in the paroxysms 
but also between them, and in several of my cases 
it has led to the diagnosis of tuberculosis or new 


growth, and even bronchoscopic examination has 
been requested. This is the hémobronchite so well 
described by Huchard, of which I may cite the 


following example. 


A woman, aged 35, was sent to my outpatients 
for investigation as a suspected case of pulmonary 
tuberculosis. For seven months she had suffered 
from cough and recurrent hemoptysis, and a history 
of recent nocturnal dyspnoea was elicited. 

I found her blood-pressure to be 190/120 mm, 
There were slight enlargement of the heart to the left, 
a gallop rhythm at the apex, and an accentuated 
pulmonary second sound. Both lung bases were 
congested, but there was no systemic cedema, nor 
were the neck veins filled. 

Radioscopy revealed pulmonary 
a heart ‘mitralised *’ that I re-examined her 
to exclude mitral stenosis. The electrocardiogram 
showed normal rhythm, left axis-deviation, and 
inversion of T in lead I. 

With rest and treatment her lungs became dry 
and the cardiac dilatation diminished. When she 
was last seen, as an outpatient, pulmonary oedema 
had reappeared, but there was no dropsy. 


congestion and 


so 


Pulmonary congestion may involve 
and hydrothorax is by no means rare 


the pleura, 
; it is usually 


left-sided (fig. VI), or, if bilateral, larger on the 
left Hvydrothorax is generally listed among the 
signs of systemic congestion, and Fishberg (1937) 


states that he has never encountered it in isolated 
failure of the left heart. My experience has been 
different, for after attacks of pulmonary cdema 
I have not infrequently observed hydrothorax in the 
absence of all signs of systemic congestion. Hydro- 
thorax may quickly subside with rest and treatment 
and will often be missed unless specially sought, or 
unless radiography is promptly carried out, In my 
154 cases of left heart-failure hydrothorax occurred 
in 38 (24-6 per cent.); it was left-sided in 18 
eases, right-sided in 9, and bilateral in 11; in 3 
there was also an interlobar effusion (figs. III, 1V, and 
Va). In a third of these cases congestion remained 
confined to the lungs, and in all of them hydrothorax 
appeared to precede signs of systemic congestion. 

In this connexion I may mention the conclusions 
reached by Dr. J. L. Lovibond (1938) from an investiga- 
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tion into the occurrence of hydrothorax, carried 
out at the Middlesex Hospital. In 136 consecutive 
cases of hydrothorax encountered in my clinics the 


effusion was right-sided in 68, left-sided in 42, and 
bilateral in 26, these figures being based almost 
exclusively on radiological examination. Certain 


complicating factors—e.g., pulmonary infarction 

have to be considered, but in general we showed that 
conditions of left ventricular stress and failure with 
regular rhythm favoured a left-sided effusion, whereas 
failure with fibrillation predisposed to a right-sided 
effusion. In hypertensive heart-failure, for instance, 
when the rhythm remained normal, left hydrothorax 
was twice as frequent as right, whereas, when fibrilla- 
tion was present, right hydrothorax was three times 
as frequent as left. 

The pleural saes have both a and a 
pulmonary venous drainage, and somewhat ingenious 
theories have been adduced to explain hydrothorax in 
terms of systemic congestion—e.g., by compression 
of the azygos vein. Our investigations suggest that 
hydrothorax is a transudate from the visceral more 
than the parietal pleura, and that it indicates pul- 
monary rather than systemic congestion, though 
obviously it may result from a combination of both. 
Interlobar hydrothorax, of which Lovibond’s series 
contained 11 examples, can only be explained as a 
transudation from the visceral pleura and in terms of 
pulmonary congestion, Lastly, in pure right-sided 
heart-failure—e.g., in tricuspid valvular disease— 
hvdrothorax is often lacking, even when ascites is 
considerable. If we accept the occurrence of hydro- 
thorax in isolated left heart-failure, we must infer 
that it is a manifestation of pulmonary congestion. 


SV stemic 


RADIOLOGY OF PULMONARY CONGESTION 


In the early stages of left ventricular failure we 
may recognise pulmonary hypertension by an increase 
in size and density of the arterial shadows in the lung 
roots, which remain sharply defined. There may be 
prominence of the pulmonary trunk, with the result 
that the heart becomes “ mitralised,’ though this 
belongs rather to the later stages. Immediately 
after an attack of acute pulmonary edema the large 
dense hilar shadows are surrounded by a foggy zone, 


and only the peripheral lung field remains clear 


(fig. I). Pulmonary cedema starts at the lung roots 
and later gravitates to the bases fig. II); hence 


radiological evidence of pulmonary congestion precedes 
the clinical signs, The explanation of this localisation 
of pulmonary cedema is fully discussed by Zdansky 
(1929). 


CARDIAC MANIFESTATIONS 


Tachycardia is the rule, often preceding the onset 
of dyspnoea, and pulse-rates of 120 or higher are 
common, Gallop rhythm was noted in about half 
my cases and pulsus alternans in a third; both are 
commoner in hypertensive cases than in those with 
normal or low blood-pressures. At the 
paroxysmal dyspnoea the blood-pressure often rises 
(Amblard 1911, Gallavardin 1921, Pal 1905), and 
the diastolic pressure is disproportionately high. 
This rise in pressure has been postulated as a cause 
of the attack, but more probably it is due to a reflex 
vasoconstriction and is the result rather than the 
cause of pulmonary congestion. It is not constant, 
for paroxysmal dyspnoea occurs in patients whose 
pressure remains normal or low throughout. In 
severe attacks of pulmonary cedema the pressure 
falls and the pulse becomes small. 

The ecardiae rhythm is almost invariably regular, 
apart from extrasystoles, Paroxysmal auricular 
fibrillation occurred in some of my cases, and in a 
few established fibrillation followed the attacks of 


onset of 
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dyspneea, but I have not seen a single case in which 
the typical syndrome of paroxysmal dyspnea started 
during the established fibrillation. Any 
patient with fibrillation and chronic failure involving 
both the heart may have his dyspnea 
aggravated at night, especially by Cheyne-Stokes 


course of 


sides of 


breathing. When such a case is treated, systemic 
congestion may be relieved without the lungs ever 
becoming dry, with the result that left heart-failure 


is artificially produced by treatment. 

In my wards now is a man with high blood-pressure 
ind fibrillation who was admitted with gross systemic 
congestion, but now his dropsy has disappeared with 
treatment, though he still has hydrothorax and 
cedema of the lungs; his venous pressure is normal, 
but his circulation-time from arm to tongue is much 
prolonged, indicating stasis in the lungs. 

While in no sense deny ing the occasional coexistence 
of isolated left heart-failure and fibrillation, especially 
in cases under treatment, I do maintain that, in the 
natural course of events, fibrillation leads to simul- 
taneous failure of both sides of the heart, and that 
true paroxysmal pulmonary congestion rarely occurs 
once fibrillation is established. 

The electrocardiogram is almost invariably abnormal 


in left ventricular failure, in contrast to angina 
pectoris, in which the curves are normal in about 
40 per cent, of cases, The commonest electro- 


cardiographic pattern is left ventricular predominance 
combined with inversion of T in lead 1 or in leads 1 
and 1, and this was found in 41 per cent. of my cases 
in which cardiograms were taken, Other abnormalities 
are common, and bundle-branch block occurred in 
17 per cent. of cases. In only 2 was the electro- 
cardiogram normal, both being cases of mitral stenosis, 
one with severe hypertension and the other with 
angina pectoris. Here, presumably, the right ventri- 
cular hypertrophy neutralised the left so far as the 
cardiogram was concerned. 

Relation to angina Though Heberden 
clearly excluded dyspnoea from the clinical syndrome 
which he named angina pectoris, the two have been 
repeatedly confused. Rougnon’s famous patient, 
Captain Charles, probably had left ventricular failure 
with pulmonary cedema of effort rather than angina. 
Desportes (1811), on the title-page of his monograph 
on angina, added the phrase ‘“‘ almost always confused 
with asthma”; Osler (1897) included cardiac asthma 
in his lectures on angina pectoris; and Stokes 
remarked that most cases of angina pectoris could more 
properly be termed cardiac asthma, The inclusion, 
by French writers, of so-called ‘‘ angina of decubitus ”’ 
as a component part of left ventricular failure has 
carried this confusion yet further. Left ventricular 
failure and angina pectoris are found in the same 
ztiological types of heart-disease—often in the 
same patient, when the dyspneic usually succeeds 
the painful phase. In coronary thrombosis pain and 
dyspnea may occur simultaneously, and I have seen 
acute pulmonary cedema develop within a few hours 
of the onset of pain. Apart from coronary thrombosis, 
pulmonary cedema may follow any severe attack of 
angina pectoris, especially the nocturnal type and 
in syphilitic cases, I have already mentioned the 
painful oppression in the chest that may mark the 
onset of pulmonary cedema, but I have never regarded 


pe ctoris. 


it as anginal. Gallavardin (1933) refers to this 
oppression as ‘‘paradyspneeic angor’’ and dis- 
tinguishes it from true anginal pain. Pratt (1926) 


well expresses the diagnostic difficulty when he says 
that an attack regarded as angina pectoris with 


dyspnea by one observer might by another be called 
Although it is occasionally 


cardiac asthma with pain. 
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difficult to draw the line between angina pectoris 
and paradyspneic pain, this is no reason to postulate 
acute dilatation of the left ventricle as the cause 
of angina pectoris, 
MEASUREMENT OF 
Methods are now available for estimating the 
cardiac output, the velocity of blood flow in the 
pulmonary and systemic circuits, the vital capacity, 
and the volume of blood in the lungs. The applica- 
tion of these methods to the study of heart-failure 
has been exhaustively reviewed by Harrison (1935), 
Fishberg (1937), Blumgart (1931), and Weiss and 
tobb (1933), all of whom have made considerable 
contributions to our understanding of heart-failure. 
There is general agreement that the phenomena of 
left-sided failure cannot be explained in terms of 
diminished output, as required by the forward- 
failure theory. Weiss and Robb (1933) have specially 
investigated the circulation in left ventricular failure, 
and their results may be summarised as follows. 
The systemic circulation is little if at all affected, as 
proved by a normal or increased velocity of peri- 
pheral venous flow, a normal arteriovenous oxygen 
difference, and a normal venous pressure. In the 
pulmonary circulation the presence of stasis is shown 
by a diminished velocity of blood flow, a reduced 
vital capacity, and an increased blood content of 
thelungs. During a paroxysm of dyspnea the cardiac 
output is usually unchanged or decreased but never 
increased, and, if pulmonary cdema becomes severe, 
the oxygen saturation of the arterial blood is lowered. 


CIRCULATION-RATE 











MEASUREMENTS OF CIRCULATION-RATES AND VENOUS 
PRESSURE IN A CASE OF RUPTURED AORTIC CUSP 
WITH ACUTE PULMONARY CDEMA 

- : Reading Normal 
Circulation found reading 

Arm-to-tongue (decholin) _ peri- 
pheral + pulmonary times - 31°5 see 10-17 sec. 

Arm-to-lung (ether) peripheral 

ime ee _ ee oe 7 se 4— 8 sec. 

Lung-to-tongue (decholin-ether) 
crude pulmonary time .. es 24°5 sec. 4°5-10 sec. 

Venous pressure .. eo oe 1l cm 4-10 cm. 


Estimation of the circulation-time between arm and 
tongue can readily be done in the ward. Using the 
Decholin method, I have found the arm-to-tongue 
time always increased in left-sided heart-failure ; 
usually it is well above 20 sec, (normal 10-17 sec.), 
The arm-to-lung time is measured by injecting 
5 minims of ether into an antecubital vein and timing 
its arrival at the lung, as judged by the patient's 
perception of its odour; the normal ether time is 


4-8 sec. In the early stages of left-sided failure 
the ether time remains normal, but with gross 


pulmonary engorgement it may be prolonged. If 
we subtract the ether time (arm-to-lung) from the 
decholin time (arm-to-tongue) we get an index of 
the pulmonary circulation-time (lung-to-tongue), the 
normal being 43-10 sec. In left ventricular failure 
this crude pulmonary circulation-time is always 
prolonged, I have measured the venous pressure 
by the direct method and have often found it within 
normal limits in left heart-failure, though it may rise 
slightly after a severe attack of pulmonary congestion. 
The measurements (shown in the accompanying table) 
from a case of acute pulmonary cedema following 
rupture of an aortic cusp in a case of syphilitic aortitis 
are typical of left-sided failure. 
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PATHOGENESIS OF PAROXYSMAL DYSPN@A 

In terms of the so-called forward-failure theory 
congestion arises in front of a failing ventricle, the 
output of which is diminished, and paroxysmal 
dyspnea is explained by a deficient blood-supply 
to the brain. Recent investigations lend no support 
to this once widely accepted view. It now seems 
established beyond all question that pulmonary 
congestion takes place behind a failing left ventricle, 
and that it may be associated with a fairly normal 
cardiac output. This back-pressure view is based 
on clinical, radiological, and experimental evidence, 
some of which I have cited, and which to my mind is 
conclusive. First there is hypertension in the lungs, 
which enables the inefficient left ventricle to maintain 
its output for a time ; next there is stasis and edema 
of the lung, against which obstacle the right ventricle 
struggles awhile, though eventually it yields, affording 
some relief to the congested lung. Following the 
ideas of Harrison, we may look on the stage of pul- 
monary hypertension as a compensatory adjustment 
by which the diastolic filling and hence the output 
of the left ventricle are maintained. 

The subject of cardiac dyspnea has been recently 
reviewed at length by Harrison (1935), Fishberg 
(1937), Christie (1938), McMichael (1938), and others, 
and they reject the view that dyspnea is due to 
stimulation of the respiratory centre by qualitative 
changes in the arterial blood—e.g., acidosis and 
anoxzemia—confirming the conclusions reached by 
Fraser in 1927. Nor can dyspnea be attributed 
to a deficient quantity of blood, in view of the fact 
that the cardiac output may remain fairly normal, 
According to the authorities cited, cardiac dyspnea 
is due to a direct nervous reflex originating in the 
congested lungs and transmitted to the respiratory 
centre through the vagus. Congestion causes rigidity 
of the lung tissue, as first suggested by von Basch 
(1891), and Christie gives reasons for believing that 
diminished elasticity of the lungs initiates reflex 
dyspnea, 

Accepting pulmonary congestion as the basis of 
symptoms in left heart-failure, we have yet to explain 
why it comes on in paroxysms and at night. The 
most obvious solution to our problem is a sudden 
disproportion between the two ventricles, and this 
might result, either from an increased output of the 
right ventricle or from a diminished output of the 
left. Eppinger and his co-workers (1924) first 
postulated an increased output from the right heart, 
due to an increased venous return in cardiac asthma, 
Their measurements of cardiac output and of circula- 
tion-rates have not been confirmed, yet from the 
clinical standpoint theirs is an attractive theory. 
The tachycardia, this pounding heart, and the unfilled 
veins suggest increased cardiac activity in which the 
left ventricle is outstripped by the right. Without 
accepting this view in toto, there is no doubt that, once 
a patient is awakened by pulmonary congestion, the 
venous return will be increased by muscular move- 
ments and struggling for air. The fact that 
paroxysmal dyspnoea ceases with the onset of right- 
sided failure points to the importance of a powerful 
and efficient right ventricle. When stress falls 
equally on both ventricles—e.g., in auricular fibrilla- 
tion and in heart-failure from thyrotoxicosis or 
ansemia—paroxysmal dyspnoea rarely if ever occurs. 

Next we may consider the possibility of a sudden 
failure of the left ventricle. This happens in coronary 
thrombosis and in rupture of an aortic cusp, both of 
which may quickly provoke acute pulmonary cedema, 
In the case of coronary thrombosis this might always 
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ensue, were it not for coincident shock and peripheral 
failure, by which the venous return is reduced. 
Though difficult to prove, some degree of acute 
dilatation of the left ventricle seems likely, and a 
hissing mitral regurgitant murmur is often heard 
during and after paroxysmal dyspnea, 

The question of auricular activity must also be 
considered. The acute pulmonary cedema of mitral 
stenosis does not develop when the left auricle is 
grossly dilated or is fibrillating. It is possible that a 
paralysed and dilated auricle, interposed between 
the right ventricle and the obstruction, functions as a 
cushion to the lungs. Since the pulmonary veins 
are destitute of valves, regurgitation backwards from 
an acutely dilated left heart may well be a factor in 
aggravating pulmonary engorgement, 

Bouveret (1890) originated the theory of angio- 
neurosis as the cause of acute pulmonary cedema. 
Huchard postulated a reflex stimulus from the aorta, 
and this idea has been revived by Wassermann 
(1926), who believes that cardiac asthma may be 
initiated by reflexes from the cardio-arterial side of the 
circulation. In this connexion we must be careful 
to distinguish between cause and effect, for pul- 
monary w@dema undoubtedly leads to autonomic 
nervous reactions. 

Lastly, and perhaps most important, is the influence 
of a recumbent posture in precipitating nocturnal 
dyspnea, Recumbency increases the blood content 
of the lungs and diminishes the vital capacity, thus 
aggravating pulmonary congestion, McMichael has 
shown that the normal increase in systemic output 
that follows change from the upright to the horizontal 
posture is lost in left-sided failure. We may conceive 
pulmonary congestion, aggravated by posture, 
gradually increasing during sleep and passing the 
threshold that would normally excite cough and 
expectoration, till eventually sleep is broken and the 
explosion takes place. Harrison has emphasised the 
importance of cough in aggravating pulmonary con- 
gestion. To sum up, the essential condition for 
paroxysmal pulmonary congestion is a disproportion 
between the two ventricles. In different circum- 
stances an increased output from the right ventricle, 
a sudden failure of the left ventricle, and the recumbent 
posture may all play some part in the causation of 
nocturnal dyspnea. 

COURSE AND PROGNOSIS 

When pulmonary congestion is paroxysmal, prompt 
treatment may prevent or delay further paroxysms, 
but sooner or later they will recur, until eventually 
pulmonary congestion persists. Right-sided failure 
may follow a single severe attack of pulmonary 
cedema or be delayed for months or years, As a 
rule, paroxysmal dyspned ceases with the onset of 
right-sided failure or of auricular fibrillation but 
may return if systemic congestion is relieved by treat- 
ment, Not a few patients die suddenly, quite apart 
from the paroxysms, and others succumb to coronary 
thrombosis or to a cerebral vascular accident. 

Of my 132 patients with paroxysmal dyspnea 
or pulmonary cedema 96 have died, 3 untraced are 
probably dead, and 33 are still alive. In the 96 who 
have died the average duration of life after the onset 
of paroxysmal dyspnea was 12-2 months; a third 
of these died within six months, over half within a 
year, and 85 per cent. within two years, In 33 
patients still living the average duration of life to 
date is 20-8 months; this figure is unduly influenced 
by 2 patients who have lived 13 and 10} years, 
Palmer and White (1929) found that the average 
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duration of life was 1-4 years in 170 patients with 
cardiac asthma who died, and 1-65 years in 80 patients 
still living. Weiss and Robb (1933) found a mortality 
of 50 per cent. in one year, and Pratt (1926) stated 
that most patients died within two years. These 
figures, which are in close agreement, indicate that 
the average expectation of life in paroxysmal dyspnea 
is far shorter than in angina pectoris and slightly 
shorter than in coronary thrombosis. The prognosis 
in left ventricular failure is unquestionably influenced 
by treatment, and those live longest who receive 
prompt and adequate treatment at the start and 
continue under regular supervision, 


DIAGNOSIS 


Once it is appreciated that, in conditions of left 
ventricular strain, pulmonary congestion may be the 
first and only objective sign of heart-failure, diagnosis 
is rarely difficult. The onset of bronchitis or asthma 
for the first time in a man over 50 should at once 
suggest a careful scrutiny of the heart for evidence 
of hypertension, angina pectoris, and aortic disease, 
When, in such a case, cough and dyspnea are mainly 
nocturnal, especially if there is orthopncea or hemo- 
ptysis, a cardiac origin is likely. Radiography is 
of great help, for it may disclose both cardiac enlarge- 
ment and pulmonary congestion, and at the same time 
it permits the exclusion of intrathoracic neoplasm 
and chronic lung disease. 

Occasionally there is real difficulty in distinguishing 
between bronchial and cardiac asthma ; if so, estima- 
tion of the arm-to-tongue circulation-time by decholin 
will be decisive. In asthma and emphysema the 
arm-to-tongue time is normal or slightly shortened, 
but in paroxysmal cardiac dyspnoea it is always 
prolonged during or near the paroxysm, The electro- 
cardiogram is rarely normal in left ventricular failure, 
and it may provide objective evidence of myocardial 
disease when clinical signs are lacking. 


TREATMENT 


Immediate treatment.—The first step should be 
directed towards diminishing the excitability of the 
respiratory centre, and for this purpose morphine 
has no equal. It should be given in every case 
without delay, in doses of gr. }, by hypodermic 
injection, It is usual to administer atropine along 
with morphine, but I have never been able to satisfy 
myself that this combination is superior to morphine 
alone. Morphine is often withheld in the presence of 
cyanosis or collapse, but these symptoms should not 
contra-indicate its use. Huchard was opposed to 
giving morphine, influenced (it is said) by the death of 
Charcot from acute pulmonary cedema treated by 
morphine; yet the drug soon returned to general 
favour. Adrenaline should never be given, in my 
opinion, for it is as likely to do harm as good, 

The next step in treatment is the relief of pulmonary 
congestion, which can most quickly be effected by 
venesection. Whenever there is gross edema of the 
lungs or much cyanosis, venesection should be per- 
formed, 15-20 oz. of blood being removed, Veno- 
stasis has been recommended as an alternative to 
venesection and consists in the application of tourni- 
quets or blood-pressure armlets to the proximal ends 
of the limbs to reduce the venous return to the right 
heart. I have seen this treatment carried out, and 
it appeared clumsy and ineffective compared with 
venesection. 

In the average case of 


paroxysmal dyspnea 


oxygen is not required and often causes unnecessary 
alarm to the patient, 


The indication for oxygen is 
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cyanosis, and then oxygen should be administered 
continuously through the nose with a Marriott’s 
nose-piece., 

Later treatment.—As in all 


forms of heart- 


failure, rest in bed is essential and must be of 
adequate duration. Bearing in mind the grave 


significance of paroxysmal dyspnoea, we should not 
let the patient up too soon, and [| believe that at 
least a month’s confinement to bed is not too long. 

I am convinced that digitalis is of great value in 
paroxysmal dyspnea, though it is difficult to offer 
concrete proof of this, because an acute cardiac 
emergency scarcely lends itself to critical tests of 
a single remedy. 


The value of diuretics in pulmonary cdema is 
insufficiently recognised, I first gave Salyrgan, 


seven years ago, to a hypertensive patient who for 
two weeks had been tortured by nocturnal dyspnea 
yet had no trace of systemic cdema; the result 
was dramatic, for, after a profuse diuresis, he slept 
peacefully at night for several months. Mercurial 
diuretics are most effective in dehydrating the lungs, 
and it has been shown that the vital capacity is 
considerably increased within twenty-four hours of 
an injection (Alsever and Levine 1938). They 
should be combined with the usual restriction of 
fluid and salt intake. 

Once nocturnal dyspnea is relieved, morphine 
may be replaced by an opiate given by mouth— 
e.g., 20-30 drops of Nepenthe—and later still a 
nightly dose of Luminal will suffice. 

When the initial period of rest in bed is over, 
patients with left ventricular failure require careful 
supervision and should lead a much less active life. 
The evening meal should be light, and a sedative 
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I—Radiogram of acute pulmonary cedema after coronary 


thrombosis. Note perihilar transudation and right 
hydrothorax. 
If—Acute pulmonary cedema in a case of syphilitic 


aortitis, free from systemic congestion. 


Itl—Right interlobar and left basal hydrothorax in a case 
of syphilitic aortitis with paroxysmal dyspnea. 


IV—Pulmonary congestion with right interlobar and basal 
hydrothorax in a case of coronary thrombosis, free from 
systemic congestion. 

V—Radiograms from a case of coronary occlusion, free 
from systemic congestion: (a) pulmonary congestion 
and right interlobar hydrothorax ; (6b) one month later, 
after treatment with salyrgan. 

VI—Radiograms from a case of hypertension with 
paroxysmal dyspnoea: (a) left hydrothorax and dilata- 
tion of right heart ; (6) one month later, after treatment 
with salyrgan. 
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I-III—Miniature radiograms (for enlargements see figs. 
IV-VI). 

IV—Enlargement of radiogram shown in fig. I: limited 
tubereulous infiltration of right apex and infraclavicular 
region. 

V—Enlargement of radiogram shown in fig. IL: complete 
collapse (therapeutic) of right lung; left chest normal. 


Vi—Enlargement of radiogram shown in fig. III: 
advanced silicosis. 
ViIt—Enlargement of miniature radiogram (not shown) of 


forearm, 
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should always be available. It is often wise to 
continue weekly injections of salyrgan for a time, 
or at least to reinstitute them as soon as moist sounds 
appear again at the lung bases. A few days in bed 
and a nightly opiate will often prevent the return of 
nocturnal dyspnea, 

CONCLUSION 

In certain kinds of heart-disease the left ventricle 
fails before the right, causing pulmonary and pleural 
congestion without dropsy or systemic engorgement, 
Intensification of this pulmonary congestion by the 
recumbent posture or by effort may excite paroxysms 
of dyspnea, known as cardiac asthma. 

The syndrome of left-sided failure can best be 
explained in terms of the back-pressure theory first 
clearly expressed by Hope and in accordance with the 
cardiodynamic laws established by Starling as the 
result of physiological experiment, 

The recognition of isolated left heart-failure is of 
practical importance because pulmonary codema 
requires prompt treatment by venesection, digitalis, 
and diuretics, without waiting for the appearance of 
dropsy. 

In clinical teaching we must recognise that con- 
gestive heart-failure may involve the systemic and 
pulmonary circuits separately or together; hence 
we may speak of failure with systemic congestion 
and failure with pulmonary congestion—or simply 
of right-sided and left-sided heart-failure, 


[ must acknowledge the help I have received 
in the preparation of this lecture from Dr. J. L. 
Lovibond in connexion with hydrothorax and from 
Dr. A. Willcox and Dr. D. H. Davies in respect of 
measurement of circulation-rates. I am also grateful 
to Dr. Graham Hodgson for many radiograms and 
to Dr. G. E. S. Ward for his generous coéperation. 
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MINIATURE RADIOGRAPHY 


By B. A. Dormer, M.D. Durh., D.P.H., T.D.D. 
MEDICAL SUPERINTENDENT OF THE KING GEORGE V JUBILEE 
HOSPITAL FOR TUBERCULOSIS, DURBAN AND 
K. G. COLLENDER, M.(S.A.)L.E.E. 


(With Illustrations on Plate) 


MINIATURE radiography is photography of a still 
image produced with X rays on a fluorescent sereen. 
The image is photographed through a light-proof 
space with a camera having a large-aperture lens, 

Original research into this method was started in 
South Africa by one of us (Collender) in 1927 at the 
Witwatersrand Native Labour Association’s X-ray 
department, Research work along similar lines has 
been carried on independently in South America, 
Germany, and Japan, For many years Collender 
found it impossible to obtain a camera with a suffi- 
ciently large aperture ; he also found that fluorescent 
screens and photographic films were not only too 
coarse in grain but also too slow, the results in those 
days being definition insutlicient to be of diagnostic 
value, Finally, after long correspondence with 
Collender, Messrs. Zeiss produced a camera with a 
siota lens of considerable aperture (f. 0-85, focal 
length 8-5 em.). This lens is believed to be the 
largest of its type in the world, Messrs. Ilford have 
prepared for him a special fluorescent screen of the 
required fineness of grain by the West process, The 
film now used is almost grainless and has an H and D 
number of 9800. For this film an exceptionally fine- 
grain developer has to be used, 

Impetus was given to this work by a desire to 
produce radiograms of large groups, possibly con- 
taining infectious chest cases, economically and 
rapidly. It will be possible for 2000 or more persons 
a day to be radiographed by this process with a 
suitablé plant. We are assured that the results now 


LEGENDS TO ILLUSTRATIVE PLATE 
PROF, PRIBRRAM 


I—Radiogram, after lipiodol, showing gall-stone lying over 
the duodenal papilla, 


[[—Gall-stones dissolved after a fortnight’s treatment with 
ether. Remaining pulp passed into the duodenum, 

Iif—Drain introduced through the papilla into the 
duodenum. 


[V—Gall-stones over the papilla. 


V—Papilla freed after four weeks’ treatment. 


PROF, LIPSCHUTZ AND DR, VARGAS 

I—Abdominal viscera of a @astrated female guineapig 
after a course of subcutaneous injections of 80 ug. of 
cestradiol benzoate thrice weekly for six months. Note 
enormous uterus with subserous, pedunculated, and 
mesometrial fibromyomas. Arrows 1, 2, 3, 5, and 6 
indicate fibromyomas of abdominal wall; arrow 4 a 
big apical tumour of the right uterine horn ; arrows 7, 
8, and 9 uterine tumours; and arrows 10 and 11 
mesenteric tumours, 


DR, GAINSBOROUGH 


— 


Radiogram, after opaque enema, showing disorganisa- 
tion of mucosa of the whole of the large intestine in 
ulcerative colitis of three months’ duration in a woman 
aged 55 (case 2). 

II—Same case as fig. I, 24 months later, after 12 days’ 
treatment with cod-liver oil retention enemata, showing 
improvement mainly noticeable in the rectum and 
sigmoid, the edges of the shadow being sharp and clear. 

Z2 
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achieved are of diagnostic value in early pulmonary 


tuberculosis and in silicosis. 


DEVELOPMENT OF TECHNIQUE 
In the original experiments the position of the 
camera relative to the fluorescent screen was deter- 


mined by the use of a grid of microscopic indian-ink 


lines on white paper in place of the fluorescent screen, 


and an oil-polished ground glass in place of the photo- 
graphic film as a focusing device, It was found, 
however, that, when a lens of very large aperture 
and a screen emitting monochromatic light were 
used, the focus for that colour was displaced from 
the mean focus for the grid lines, Hence the true 
focus for the screen had to be obtained by trial and 
error, the colour of the fluorescent light 
determined by the nature of the salt used. 


being 


It was necessary to obtain a camera lens not only 
corrected for aberration but also producing an image 
of optimal size for the work required. This optimal 
size is at present 24 mm. square, the 10 mm, square 
field produced by an earlier camera of the same 
aperture with focal length 5 em. giving insufficient 
detail for diagnostic purposes, 

TECHNIQUE 

In ordinary radiography intensifying fluorescent 
screens are placed on either side of a double-coated 
X-ray film with their sensitive sides inwards, The 
intensifying screens, by their fluorescent property, 
light up under the action of the X rays and emit a 
light which is extremely photo-active, About nine- 
tenths of the exposure of the film is caused by the 
fluorescent light and about a tenth by direct X-radia- 
tion, Therefore, the resulting fineness of detail 
depends strictly on the grain of the fluorescent salt 
constituting the screen. If a sufficiently fine-grained 
fluorescent with adequate illumination is 
obtained the problem\becomes purely photographic. 
The photographie problems have now been solved 
by the use of the special Zeiss lens and excellent fine- 
grain films and now procurable. The 
image on the fluorescent screen is necessarily dim 
hence the large 


screen 


developers 


from a photographie point of view ; 





Fie. VII[I—Camera used for miniature radiography. 
aperture that is required, which is extremely costly 
to produce 

Methods in which cheaper lenses of smaller aperture 
are used will necessarily compare very unfavourably 
with the results produced by Collender’s method, 
especially in regard to the time-factor, which is of 
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paramount importance in chest technique. The X-ray 
technique used in miniature radiography must be 
such that very short exposures, not more than 
1/20 sec., are used, and to compensate for this and to 





Fic. [X—Miniature radiography apparatus in action. 


allow reasonably low penetration to be used 300 mA 
tube current or higher is recommended, With this 
technique and about 5 ft. focus-screen distance a 
penetration of about 60 K.V.P. might be used, To 
obtain first-class results these four prime factors 
must be carefully controlled, In plants required to 
take many miniature radiograms a day suitable 
cooling and energy dissipation must be allowed for. 
For this work a large rotating anode tube, preferably 
immersed in circulating oil, is essential. All electrical 
parts should be designed for heavy duty, and the 
protection throughout should be adequate. The best 
plant for this work is probably either a condenser- 
discharge plant or one with four-valve rectification. 
With the methods at present in use—e.g., with 
12 x 15 in. films—one operator with one plant, doing 
his own developing, can produce a maximum of 
about 50 radiograms a day. With miniature radio- 
graphy a spool of 72 or more miniature radiograms 
can be developed in a few ounces of solution, The 
process is, therefore, economical in all its aspects, 
the cost of production being about a twentieth of 
that of large films. 
COMPARISON OF RESULTS 

In photographie reduction detail is always gained, 
whereas in photographic enlargement it is partially 
lost, particularly when a positive enlargement is 
made on a bromide paper of any quality, the detail 
thus lost being clearly seen through a magnifier or 
projector, Figs. IV-VII on plate represent positive 
enlargements on bromide paper, The 
miniatures were mounted in Kodaslides, 
is found that they are of sufficient 
read held up to a 
magnifier may be used, 


original 
and it 
clarity to be 
viewing-box, or, if desired, a 

In a projection lantern even 
a 12 xX 15 in, enlargement gives adequate detail on 
a pale green background. In the final tests reductions 
from 12 x 15 in. films (1/15) and enlargements [from 
miniatures (x 15) of the same patients were com- 
pared, both being positives on bromide paper, In 
spite of the gain of detail by reducing the 12 x 15 in, 
film and the loss of detail by enlarging the miniature, 
the results were comparable, 

CLINICAL APPLICATION 

The method is particularly applicable to surveys 
of groups of persons—e.g., army recruits, school- 
children, university students, native locations, and 
mine compounds and reserves. It is rapid and 
inexpensive and will sieve the abnormal from the 
normal chest, As a clinical accessory it makes the 
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investigation of contacts and suspects in tuberculosis 
work an economical matter. As a permanent record 
of progress in artificial pneumothorax and other 
forms of collapse therapy it will be of considerable 
value, Other applications, such as fracture control 
and bismuth-meal recording, will no doubt be evolved 
as the method becomes known. 

Figs. I-III on plate illustrate the miniature 
radiograms and figs, I1V—-VII enlargements made from 
them. Fig. VIII in the text shows the camera and 
fig. |X the apparatus in action, The radiograms shown 
in figs. I, II, and VII were made with a condenser 
discharge plant at 4 ft. 6 in., 0-03 sece,, 350 mA, 
26 K.V.P., and fig. III with a four-valve plant. 

SUMMARY 

By using a camera with an exceptionally large 
aperture miniature photographs can be taken of 
radiographic images on a fluorescent screen of very 
fine grain, the necessary exposure being not more 
than 1/20 sec. In this way radiographic appearances 
can be rapidly and cheaply recorded and large groups 
of persons can be examined within a short time. 


ETHER TREATMENT OF GALL-STONES 
IMPACTED IN THE COMMON DUCT * 


By B. O. C. Prirpram, M.D. Berlin, L.R.C.P.E. 
LATE PROFESSOR OF SURGERY IN THE UNIVERSITY 
OF BERLIN 


(With Illustrations on Plate) 


THE injection of ether into the common duct so 
as to dissolve gall-stones that cannot be removed 
through a simple supraduodenal incision (Pribram 
1932) has found favour with surgeons in many 
countries, and I am asked by colleagues to outline my 
experience of it and give more details of the technique. 

The operation risk of surgical removal of stones 
impacted in the ampulla of Vater is very high, partly 
because the patients are usually suffering from 
cholemia, septicemia or hepatic insufficiency. The 
fatality-rate ranges from 20 per cent. to 40 per 
cent, or more (according to different statistics). Nor 
is the operation necessarily successful; for if any 
stones are overlooked they may give rise to further 
trouble. Our two aims therefore should be to reduce 
the operation risk and make sure that every stone is 
removed, 

My first attempt to dissolve stones remaining in 
the common bile-duct after operation was made in 
the following rather desperate case : 

A man, aged 68, had had gall-stones for many 
years, and a fresh attack had been followed by 
jaundice lasting several weeks. His general state 
was deteriorating, and he was having chills and 
rigors. Signs of acute pancreatitis appeared. 

The diagnosis was confirmed at operation. The 
badly inflamed inner coats of the gall-bladder were 
quickly electrocoagulated (mucoclasis). A supra- 
duodenal opening was made into the common duct, 
and many stones were extracted, but it was impossible 
to empty the ampulla completely through this incision. 
Further manipulation by the retroduodenal or the 
transduodenal route would have been risky, especially 
in the presence of acute pancreatitis, and I did nothing 
more than introduce a small drain into the common 
duct. The drain reached the stones, and the common 
duct was tightly sewn round it, my idea being that, 
if the patient survived, I would try to dissolve or 
soften the stones by injecting suitable solvents 
through the drain. The operation was thus performed 


*A lecture delivered at the British Postgraduate Medical 
School, Hammersmith, December, 1938. 





PROF. PRIBRAM : ETHER TREATMENT OF GALL-STONES [JUNE 





10, 1939 1311 
very quickly, and the recovery of the patient was so 
satisfactory that on the fifth day we could begin 
our experiment. 

In the hope of dissolving the cholesterol that forms 
the nucleus of the stones, we injected a few drops of 
ether through the drain several times daily. This 
procedure was followed by injection of a small 
quantity of liquid paraflin to facilitate the passage 
of the softened through the papilla. The 
course of the treatment was followed radiographically 
by injecting Lipiodol. The first radiogram (fig. I 
on plate) showed the stone lying over the papilla, 
while the small amount of lipiodol was already 
passing into the duodenum. After a fortnight’s ether 
treatment a cholangiogram showed that the stones 
were already partly dissolved and that the remaining 
pulp had passed into the duodenum (fig. II). _ It 
was relatively easy, as the next radiogram (fig. IIT) 
showed, to introduce the drain through the papilla 
into the duodenum. 

Since then I have applied the ether method in 
further 37 cases of gall-stones impacted in the papilla 
and, as confirmed by cholangiography, I have in all 
cases surviving the operation (38 out of 40) f succeeded 
in emptying the papilla. A further example is shown 
in figs. IV and VY. This conservative treatment has 
proved a real advance in lowering the operation risk 
and improving the results. The fatality-rate in these 
serious cases has dropped from 20 to 5 per cent. 
By routine radiography after injection of lipiodol into 
the bile-duct we can make certain that 
left and that the whole bile-duct system is clear. 
This certainty we never had before, and its importance 
is shown by the observation at Kirschner’s clinic that 
in half the cases with recurrent trouble after operation 
the left behind (Chirurg, 1938). 
In a case recently treated in my clinic the very 
experienced assistant who performed the operation 
was perfectly satisfied that no stone had been left, 
but the cholangiographic control showed three small 
stones in the common duct. They had been over- 
looked in spite of all the care taken. Here too the 
ether method proved a complete success. 

I believe, therefore, that postoperative radiography 
is desirable in almost all cases where stones are found 
in the common duct, and I have made it a routine 
since 1932. Mirizzi of Cordoba, Argentina, 
further and advocates radiography on the operating- 
table. No doubt this can be very helpful in some 
cases, but I cannot help feeling however that 
there are objections to this method as a routine, 
First, it prolongs the operation. Each radiogram, 
even when all is perfectly organised, requires at least 
ten minutes, and this is a long time for a patient 
whose condition makes speedy operation necessary, 
and for whom it is usually advisable to avoid even 
general anesthesia since the liver is badly damaged. 
Further, a single radiogranr does not always provide 
convincing or reliable evidence about the state of 
the papilla or of the common duct. Personally | 
am never satisfied with only radiogram and 
sometimes take two or three, changing the position 
of the patient and the diameter. Spasm some- 
times simulates total obstruction by stones; in a 
series of radiograms I observed such a spasm lasting 
40 minutes. It was possible to relax it by an intra- 
venous injection of atropine ; but how could one deal 
with such a case on the operating-table ? On the other 

hand, bile can flow into the duodenum when the stone 
has slipped into the upper part of the hepatic duct, 
which is not always distinct in a single radiogram. 
Now that the ether method is available for post 
operative removal of stones there is no longer the 


stones 


no stones are 


cause is stones 


goes 


one 


+ Two patients with advanced cholemia died six and eight 
days after operation before the ether treatment could be started. 
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same urgent need to make sure during the operation 
that no stone has been left. 


TECHNIQUE 

A surgeon should always bear in mind that the 
ether method is a conservative form of treatment, 
and that the time required for dissolving stones and 
emptying the papilla varies considerably. In some 
cases we needed a few days, and in others as long 
as eight weeks. 

For example, at 
an absolutely 


man, aged 64, 
was found, and 


operation on a 
impermeable papilla 





Fic. VI 


Method of 
opening in the common duct and passing it as far as 


introducing the drain through the 


the stonesin the ampulla of Vater. The opening in the 
common duct is sewn so as to be water-tight round the 
drain, which is held in place by binding the catgut 
sutures round it. 


it could not be empt ied even after six weeks of ether 
treatment. Iwas already considering a new operation 
with a transduodenal opening. Owing to _ the 
tenacity of the obstruction and the unusual failure 
of the ether treatment, I even suspected a carcinoma 
of the papilla. Fortunately I had to postpone the 
operation for another week and continued the ether 
treatment. The next cholangiogram, taken a week 
later, showed that the ampulla was now empty. 
I followed up this patient five years. He remained 
in perfectly good health and had no further trouble. 
It is important therefore not to become discouraged, 
even if after a treatment lasting several weeks the 
cholangiogram shows that the ampulla has not yet 
been entirely emptied. The time required for dissolv- 
ing the stones or transforming them into a pulp 
that will pass through the papilla depends on many 
factors. I have sometimes hidden in 
inflamed and swollen erypts, and such a situation will 
delay their dissolution ; but the fact have 
finally met with success in all 38 including 
some with obstinate biliary fistulas, and that since 
1932 we have not had to perform any operations such 
as retroduodenal or transduodenal choledochotomy 
makes me confident that we can rely on the method, 
and I think we should consider a second operation 


seen stones 


that we 


Cases, 


only after long and thorough ether-treatment has 
failed. The following technical details may be of value. 


(1) The drain is introduced through the opening 
in the common duct right down to the stones, care 
being taken that it shall not kink. The opening 
in the common duct is sewn so as to be water-tight 
round the drain, which is held in place by binding 
the catgut sutures round it. The drain should not be 
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too large, so that there may be ample room in the 
common duct for the bile from the hepatic duct to 
flow alongside the drain (fig. VI). 

(2) The hepatoduodenal ligament is also sewn round 
the drain to carry out an exact peritonisation of the 
operation field. Water-tightness is useful for the 
distinctness of the cholangiogram, Other drainage 
is seldom necessary, but there is no harm in introducing 
a safety drain for forty-eight hours. 

(3) I generally perform the first cholangiography 
on the sixth or seventh day after the operation. The 
first washing out with ether is done when the lipiodol 
has flowed out through the drain. This usually takes 
place within a few hours. 

(4) One must remember that ether boils at body 
temperature ; hence the evaporating ether causes 
some pressure in the common duct, which the patient 
may feel in the epigastrium. The amount of ether 
to be used depends entirely on the width of the 
common duct ; in an enlarged duct 0-5 ¢.cm. or even 
1-0 c.em. can easily be injected, whereas a small 
duct may take only a few drops. The bile is first 
sucked out of the drain with a syringe so as to empty 
the duct as far as possible. The syringe is then 
filled with ether, which is carefully injected, drop 
by drop, the patient being told to say when he feels 
any pressure. When he gives the signal the contents 
are sucked up again, and the pressure immediately 
ceases to be felt. The injection can then be repeated 
in the same way several times, so that a real lavage 
is performed. Finally 1-2 ¢.cm. of liquid paraffin 
is injected, and the drain is closed with a clamp. 
The patient is told to leave the clamp on as long as 
possible and only to remove it when he again feels 
pressure. In some cases adrenaline and atropine, 
or a 0-5 per cent. solution of procaine, can be added 
to facilitate relaxation of the sphincter of Oddi. 
This procedure may be repeated twice or thrice 
a day according to the particular case. An injection 
of 50 c.cm. of a 33 per cent. solution of magnesium 
sulphate can also be made, through a duodenal tube, 
once or twice a week. 

The time that the patient can stand the occlusion 
of the drain sometimes increases very rapidly, the 
papilla becoming more and more permeable. After 
a week’s treatment a new cholangiogram is taken. 
The patient can leave the hospital after two or three 
weeks and may be treated as an outpatient or, if 
necessary, at home. The drain is removed when the 
cholangiogram shows that the whole common duct 
and the papilla are empty. The small fistula will 
then always close in forty-eight hours. 


BILIARY FISTULA 


I have had to treat several patients with biliary 
fistula in whom stones in the common duct had 
apparently been overlooked in spite of careful 
examination when operating. The general state of 
such patients has sometimes been poor. They 
are dehydrated because of the loss of fluid through 
the biliary fistula, and the appetite and digestion 


are disturbed, The condition sometimes deterior- 
ates very rapidly, but a surgeon cannot lightly 
advise- a second operation soon after the first 


and would rather not abandon hope that the stone 
will eventually pass through the papilla spontaneously. 
Further, there can be no doubt that the risk attached 
to a second operation is considerable. Here the 
ether method offers a possibility of safe treatment, 
and so far it has never failed me in a case of this 
kind, Cholangiography is first performed to make 


sure of the cause of obstruction, and the ether method 
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is then used in the manner described. It has always 
been quite easy to introduce a rubber drain into 
the fistula, and the drain finds its way down into the 
common duct, where the stones are. In one case, 
in which the biliary fistula had persisted 3} months, 
the papilla was emptied by a week’s treatment, and 
the fistula closed two days after the removal of the 
drain. 
RECURRENCE AFTER ETHER TREATMENT 

So far as I could follow up the 38 patients treated 
with ether, only one had a recurrence of gall-stone. 

The patient, a man aged 43, had jaundice in 1918 
for the first time, and afterwards often a feeling 
of pressure in the upper abdomen. Six months 
before seeing me he developed pains in the upper 
abdomen. Cholecystography showed no filling of 
the gall-bladder, but no special treatment was under- 
taken. Later colic set in again, followed by jaundice. 
On admission to the clinic he was very ill, with severe 
jaundice and multiple cholemic subcutaneous hemor- 
rhages ; any pressure on the skin produced bruising. 
The circulation was bad, and he had high fever with 
frequent rigors. The urobilinogen test gave green 
instead of red, which I have always found to be 
a sign of a greatly damaged liver. 

Operation was performed on Dec. 9, 1935. The liver 
was enlarged and friable and the gall-bladder badly 
inflamed, containing purulent mucus and small stones. 
After electrocoagulation (mucoclasis) the common 
duct was incised, and abundant mucus and stones 
were removed. The stones reached high up into 
the hepatic ducts. They were removed as far as 
possible, and the operation was quickly finished 
because the condition of the patient had become very 
bad. A rubber tube was introduced into the common 
duct and sewn water-tight, and the abdominal wound 
was closed. After the operation glucose and calcium 
were injected by intravenous drip, Parathormone 
was administered, and gelatin injected. Prontosil 
and cardiac stimulants were also given. 


The patient gradually improved, and on the 
twelfth day after operation ether treatment was 
started. He again had rigors, with rises in tempera- 


ture, several times. The wound had to be handled 
very carefully, because any movement of the drain 
caused immediate bleeding. The appearance of the 
bile gradually improved and eventually it became 
brown and clear. There was never any serious 
hemorrhage. The patient had fever and _ rigors 
several times until Jan. 11, 1936. The treatment 


was controlled by repeated cholangiography. On 
March 6 cholangiography proved that the papilla 


in the common duct was entirely free. On March 8 
he was discharged from the clinic in a good condition, 
but the liver remained enlarged, apparently owing to 
cirrhosis. 

Between 1936 and 1938 his health remained good, 


but in 1938 he was again ill and, so far as I can 
ascertain, was operated on somewhere else for a 
recurrence of gall-stones. It is not quite clear 


whether some stones remained in the intrahepatic 
duct and later descended, causing a new occlusion of 
the papilla, or whether new stones were formed in 
the liver. I have been unable to obtain particulars 
of the second operation. 


SUMMARY 


In almost all cases of multiple stones in the common 
duct it is advisable after operation to make certain 
that the duct has in fact been completely emptied. 
This can be done by injection of lipiodol, followed 
by radiography. At operation a small drain with a 
lateral opening at one end is introduced into the 
common duct and passed downwards to the papilla. 


Sutures round the incision should render it water- 
tight. Cholangiography is performed 5-10 days 
later, according to the condition of the patient. 

If it is found that stones have been left in the 
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common duct an attempt should be made to remove 
them by instillation of ether. The ether dissolves 
the cholesterol kernel and liquid paraffin helps to 
transform the stones into a soft pulp that can easily 
pass through the papilla of Vater. I have found 
the method successful in all the 38 cases in which 
I have tried it. 

This use of ether enables us to avoid complicated 
operations, such as retroduodenal or transduodenal! 


choledochotomy. It has also proved very satis- 
factory in dealing with biliary fistulas due to 


overlooked stones in the common duct. 
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UTERINE and extra-uterine fibromyomas can be 
produced when follicular hormones are repeatedly 
injected into female guineapigs (Nelson 1939, Lipschitz 
and Iglesias 1938, Iglesias 1938, Vargas and Lipschiitz 
1938, Moricard and Cauchoix 1938). The uterine 
tumours can be found most frequently on the surface 


of the uterus (subserous fibroids) but also in the 
myometrium and, though most rarely, in the 
submucosa. Subserous tumours are to be found also 


in the vagina, in the mesometrium and mesosalpinx, 
in the mesentery, in the epiploédn, on the greater 
and lesser curvatures of the stomach, on the spleen, 
pancreas, and liver, in the hilum of the spleen and 
the kidney, on the bladder, on the diaphragm, and 
on the abdominal wall. We never found tumours in 
the thoracic cavity. The tumours vary greatly in 
site, number, and size, but we showed that, with 
80 ug. of cestradiol benzoate injected subcutaneously 
thrice weekly for two or three months, it was very 
rare for a castrated guineapig not to develop tumours. 
With smaller doses also, down to 5 ug. per injection, 
tumorigenesis can be produced, but the tumours are 
smaller and develop less constantly (Jedlicky and 
Bellolio). Several examples of tumours produced in 
similar experiments are illustrated in figs. I-VIII. 


The terms “tumorigenesis”? and “ tumorigenic ’ 
are used instead of “ carcinogenesis’ and ‘ carcino- 
genic’? because the tumours so far produced 


experimentally in this way are not only benign but 
also are incapablé of autonomous growth and regress 
when the treatment is discontinued. 

Since these tumours, under certain quantitative 
conditions, can be produced in 100 per cent. of cases, 
we were able to make an extensive study of the 
Z3 
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external and internal conditions of this form of 
tumorigenesis. * Tumours were produced in 260 
guineapigs, some animals being under observation 
for twelve months. The different esters of cestradiol 
-benzoate, dipropionate, butyrate-benzoate, capry- 
late—all revealed a more intense tumorigenic action 
than the free hormones—cstradiol and cstrone 
(Lipschitz and Vargas 1939a). There are also 


Fic. I1—Subserous fibromyoma of uterus 
in a castrated guineapig after a course 


of subcutaneous injections of 40 ug. of Fic. V—Mesenteric fibroma in 
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but the tumours regress gradually when the injections 
are stopped (Lipschitz, Iglesias, and Vargas 1939). 
There is scarcely any need to insist on the great 
interest of these findings in the problem of tumori- 
genesis in general and of the origin of fibromyomas 
in women. It seems very probable that the uterine 
fibromyomas in women are a local sign of an 
endocrine disturbance. 





Fic. VI—Fibroma of abdominal 


cestradiol benzoate thrice weekly for female guineapig after a course wall in female guineapig after 
four months. External or longitudinal of injections of cestradiol ben- a course of injections of 
muscular coat is displaced by the zoate 80 ug. thrice weekly for cestradiol benzoate 40 ug. 


tumour, without any sharp boundary 
between them. ( 10.) 


important differences between cestradiol and cestrone 
(Lipschitz, Rodriguez, and Vargas 1939), and between 
cestradiol and stilboestrol (Lipschitz and Vargas 1939a). 
We have shown that the ovary exerts an inhibitory 
action against the tumorigenic influence of the 
follicular hormones. Though tumorigenesis can be 
provoked in both the normal and the castrated female, 
the tumours develop in general more constantly and 
are bigger in the castrated animal (Lipschitz and 
Vargas 1939b). The difference between the tumori- 
genesis in normal and castrated guineapigs is statis- 
tically significant (Lipschiitz, Murillo, Vargas, and 
Koref 1939). The influence of the uterus and of the 
spleen on tumorigenesis is now being studied in this 
laboratory. Similar tumours can be produced also 
in the male guineapig; but there is a_ highly 
pronounced sexual specificity as to the tumoral 
reaction (Koref, Lipschitz, and Vargas 1939, Jedlicky, 
Lipschitz, and Vargas 1939). This specificity does 
not depend on the presence of the testicle ; nor have 
we yet been able to inhibit the development of these 
experimental tumours in the female by simultaneous 
injection of propionate of testosterone. 
Microscopically the experimental uterine and 
extra-uterine tumours are fibromyomas, They are 
sometimes very rich in cells, probably fibroblasts. 
They invade also certain tissues, such as smooth and 
striated muscles, pancreas, and liver, destroying these 
structures (Lipschitz, Vargas, and Iglesias 1938) ; 


* We are indebted to Dr. Carl Miescher of Messrs. Ciba of 
Basel, to Dr. M. Tausk of Messrs. Organon of Oss (Holland), 
to Prof. E. C. Dodds, to the Laboratoires Francais de Chimio- 
thérapie, and to the Laboratoire du Docteur Roussel of Paris 
for a very liberal supply of natural and esterified hormones and 
of stilbaestrol 


four months. (x 240.) 


thrice weekly for four months, 
(x 240.) 


EXPERIMENTS WITH TABLETS OF (ESTRADIOL 


What is the shortest time in which follicular 
hormones can produce tumorigenesis ? This question 
is of the utmost importance in the hormone treatment 
of women. We have recently studied it, using the 
technique of Deanesly and Parkes (1938), with tablets 
of estradiol introduced subcutaneously. It seemed 
probable that the greater tumorigenic action of the 
esterified oestradiol, as compared with that of the 
free hormone injected every second day, is due to 
the maintenance of a rather stable concentration of 
hormone in the body fluids thanks to the continuous 
flow of the hormone into the body fluids from the 
site of injection. Accordingly we thought that by 
introducing a tablet of cstradiol subcutaneously, 
which should assure a continuous absorption, we 
might establish a similar condition. 

Into each of 7 female guineapigs, castrated three 
months before, a 20 mg. tablet of cestradiol (prepared 
by Messrs. Ciba of Basel) was introduced through a 
slit in the skin. The vagina opened in about three 
days and remained open throughout the whole time 
of observation with but one exception. Each of a 
second group of 7 castrated females received a 50 mg. 
tablet. 

There was also the characteristic development of 
the teats but in a rather less pronounced degree than 
when cestradiol benzoate, even in small quantities, 
was injected. 


In the group of 7 females treated with 20 mg. 
tablets, one animal showed the uterine bleeding that 
we so often observe in our guinea-pigs treated a long 
time with follicular hormones. It is remarkable that 
blood on the vulva was seen in this animal as early 
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as eighteen days after the tablet was introduced. 
This early appearance of blood was noted also in 
4 of the 7 animals treated with the 50 mg. tablets— 
in one of them as early as fourteen days after the 
start of the treatment. 

The increase of body-weight was insignificant or 
nil, as generally happens with guineapigs injected 
over a long period with great quantities of follicular 
hormone (Koref, Lipschiitz, and Vargas 1939). 

EARLY 


DEVELOPMENT OF UTERINE TUMOURS 


One of the most remarkable features of these 
experiments was the early development of uterine 
and, in a less degree, extra-uterine tumours. A survey 
of these fourteen experiments with special reference 
to tumorigenesis is given in table I. The first of 
these animals died nineteen days after the tablet was 
introduced. Pus and fibrinous masses were found on 
the abdominal side of the diaphragm. The weight 
of the uterus was double the normal. Small subserous 
tumours were found on both uterine horns (fig. 1X). 
This was the first time we found tumorigenesis in an 
experiment of so short a duration.t Indeed we were 
accustomed to kill our animals, injected with follicular 
hormones, not before seven weeks’ treatment, when 
tumorigenesis with the benzoate ester becomes 
manifest. Small uterine tumours were found also in 
3 other animals, killed twenty-one or twenty-two 
days after the tablets were introduced. In 1 of these 
animals the tumours had already attained a remark- 
able size; they were found in the mesometrium 
(fig. Xa), where the fibromyomas, as we found in 
former experiments of longer duration, may become 
very large. It is of special interest that in the present 
experiments with tablets the frequency of mesometrial 
tumours was greater than in any other series. We 
have learnt from our observations on 260 animals 
with experimental tumours due to follicular hormones 
that the sites of the tumours vary enormously, as is 
the case with uterine fibroids in women. There must 
be some law on which the position of the tumour 
depends, and our present finding of a great frequency 
of mesometrial tumours speaks decisively in favour of 
such an assumption. 


t Recently in an experiment of Dr. José Chaume, working in 
this laboratory with injections of the monocaprylate ester of 
cestradiol, small uterine tumours were found as early as fifteen 
days after the beginning of treatment 





Fie. ITI 
after a course of subcutaneous injections of 80 ug. of 


15.) 


-Pedunculated uterine fibromyoma in a guineapig 


cestradiol benzoate thrice weekly for four months. ( > 
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Fic. IV 


Small apical myoma near fallopian tube in a 
guineapig after a course of injections of 80 ug. of 
cestradiol benzoate during 68 days. 
surrounded by adipose 
epithelial among the 
belong to the wolffian body. ( 


Note myomatous 
The small 
probably 


masses tissue. 
muscle 


82.) 


tubes tissue 


COMPARISON OF 
WITH 


TUMORIGENESIS 
SUBCUTANEOUS 


WITH TABLETS 
INJECTIONS 


AND 


As will be seen from table I, the animals are given 
marks for tumorigenesis (Lipschitz and Vargas 1939b); 
these marks increase with the time. In animals 
killed after a treatment of forty-nine to fifty-four 
days these uterine tumours are highly developed 
(figs. XI and XII). In our former experiments with 
injectigns of follicular hormones a special type of 
uterine tumour was found in castrated females, the 
so-called ‘“‘apical” tumour. It originates in the 
mesosalpinx where the tube joins the uterus, At its 
beginning this experimental tumour is often almost 
a true myoma, whereas in general, in our work with 
tumorigenesis, it is the fibromyoma with a pronounced 
tendency to fibrosis which prevails, This apical 
myoma is, at its beginning, very similar to the myoma 
of von Recklinghausen also in other features: its 
limits are not very sharp (the tumour is surrounded, 
in our experimental animals, by adipose tissue) ; 
small epithelial tubes, probably belonging to the 
wolffian body, are sometimes included in the myo- 
matous tissue, Later on the apical tumour becomes 
fibromatous and increases enormously. In our 
present experiments these, apical tumours became 
very remarkable in almost all experiments of seven 
or eight weeks’ duration (figs. XI and XII) with but 
one exception. In several animals there was a cystic 
enlargement of the tubes, in combination with a big 
apical tumour in one case (no. 5). These cysts 
sometimes become enormous; there may be also 
multiple fibrous tumours in the wall of such a cyst 
(experiments not yet published). 

In some experiments the tumoral reaction in the 
apical region is limited to fibrous strands, which are 
an almost constant phenomenon, especially in extra- 
genital regions, in animals treated a long time with 
follicular hormones. We find this fibrous extragenital 
reaction also in most of the animals of the present 
series near the upper pole of the kidney and in 
different parts of the mesentery (figs. XI and XII). 
The fibrous reaction is a general feature of the chronic 
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intoxication with follicular hormones. There was, 
in our experiments with injections, a great develop- 
ment of fibrous tissue in different parts of the body : 
in the submucosa of the duodenum, in the pancreas, 
in the spleen, and in the mammary gland. A similar 
finding is reported by several authors, especially as 
regards the prostate and seminal vesicles under the 
influence of the follicular hormone (Loeb and Simpson 
1938, Suntzeff, and Burns 1938). Deanesly 
and Parkes (1938) found an extreme development of 
fibrous tissue in the seminal vesicles in experiments 
with tablets. 


Loeb, 


The uterus likewise becomes affected with fibrosis 
in experiments with injection of follicular hormones, 
\. Lacassagne, J. B. Collip and his co-workers, and 
others have already attracted attention to this type 
of uterine reaction when follicular hormones are given 
a long time, The same is known for the prostate and 
the seminal vesicles, It is rather contradictory to 
test follicular hormones simply by the increase of 
uterine weight beyond the normal. It seems to us 
that, for the uterus, the only way of testing is to 
determine the quantity of hormone necessary to 
maintain the normal uterine weight in a castrated 
to determine the ‘useful hystero- 
trophic dose” 
(Lipschitz, 
Rodriguez, and 
Vargas 1939). 

There may be 


animal—i.e., 


also a necrosis 
of the uterine 
wall, general or 
localised, The 
latter was 
present in one 
of the animals 
of this series 
(no, 5). 

There was in 
this latter case 





also a fibrinous 





B 


Fic. VIII—Small subserous hepatic fibromyoma in female 
guineapig after a of injections of cstradiol 
benzoate 40 ug. for four months. A, 20; B, 240. 
Note penetration between and destruction of hepatic 
cells. 


course 
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Fic. 


between and destroying striated muscle-fibres. 


ViIl—Fibroma of abdominal wall penetrating 


240.) 


purulent peritonitis localised to the uterus. As stated 
in our former experiments, this form of peritonitis 
can be observed in about 5-10 per cent. of the animals 
treated for several months with injections of follicular 
hormones. It is to be explained in the following way. 
The vagina being open for several weeks and even 
months and a cystic glandular hyperplasia being 
established, an infection of the uterine wall takes 
place. A pyometra is the result. The fibrosis and 


Fic. [X—Diagram of uterus of guineapig 
nineteen days after subcutaneous inser- 
tion of a 20 mg. tablet of cstradiol. 
Uterus weighed 2-4 g. (normal sh 
Small subserous fibroids. Mark for 
uterine tumours = 0-5. (Life-size.) 


necrosis of the uterine wall favour the migration of 
the infection to the uterine serosa. 


In experiments of greater duration—e.g., forty-nine 
to fifty-four days—there was also a great development 
of extragenital tumours (figs. XI and XII), 

Attention should be drawn also to another feature 
of tumoral reaction—namely, the ‘“‘ tumoral seed,” 
found especially on the spleen and the surrounding 
parts, such as the abdominal wall and the anterior 
part of the stomach. This seed is sometimes the only 
tumoral reaction of an animal; we have interpreted 
it as a sign of lesser tumoral sensitiveness of an animal 
(Lipschiitz and Vargas 1939b). Sometimes this reaction 
is associated with big abdominal tumours (fig. XT). 
In the male the tumoral seed is the rule (Koref, 
Lipschitz, and Vargas 1939, Jedlicky, Lipschiitz, 
and Vargas 1939). A remarkable feature of the 
distribution in the present series is the less pronounced 
frequency of splenic tumours, which were very common 
in our earlier experiments. 

Notwithstanding these differences, the degree of 
general tumorigenesis with tablets, as summarised by 
the total mark (last column of table I), is, in the six 
experiments lasting forty-nine to fifty-four days, no 
less than in our former experiments with injections 
of cestradiol benzoate. In 23 castrated females 
injected with 80 ug. thrice weekly for fifty-six to 
eighty-four days, the average total mark of tumori- 

















THE LANCET] 


PROF. LIPSCHUTZ & DR. VARGAS : EXPERIMENTAL TUMORIGENESIS 


JUNE 


10, 


1939 


1317 





A 


B 
Fic. X 


of a tablet of cestradiol: (a) after 22 days, mark 
mark 2; (pb) after 49 days, mark 3. (Life-size.) 


genesis was 5-7 + 0-524. The present 6 castrated 
females, killed forty-nine to fifty-four days after 
receiving the tablet, had a total tumorigenic mark 
of 5-8. In other words, probably no female guineapig 
will escape tumorigenesis when tablets of 20-50 mg, 
of cestradiol are present in its body for more than 
two weeks, and in seven weeks a very high degree 
of tumorigenesis can be attained. 

DANGER OF CONTINUOUS ABSORPTION 


OF HORMONE 


The quantity of cstradiol lost by the tablets can 
be determined by weighing the dried tablet recovered 
from the animal (table II). In the experiments with 
50 mg. tablets the percentage of absorption of 
estradiol calculated per month was about the same 
as in Deanesly and Parkes’ (1938) experiments in 8 
guineapigs with cestrone tablets; but in the experi- 
ments with 20 mg. tablets the percentage of absorption 
was several times greater. On the other hand, there 
is a remarkable coincidence as to the total quantities 


TABLE I 


—-FINDINGS IN CASTRATED FEMALE GUINEAPI¢S 


Body-weight Weight of tablet 


Duration 
N of Uterine 
ad At At experiment At At bleeding 
start end (days) start end 
(g.) (g.) mg.) (mg.) 
11 610 £50 19 20 16 0 
15 530 190 a1 20 16 
12 440 475 31 20 15°5 0 
13 570 590 31 20 12 0 
17 570 610 19 20 10°5 0 
18 380 405 19 20 16°5 0 
0) 490 530 50 20 13°5 0 
9 510 530 22 50 16 + 
3 480 470 22 50 16 
1 510 500 32 50 47-5 0 
4 480 460 32 50 0 
7 500 925 53 0) 16-5 0 
9 480 590 3 50 $4°5 
) 550 AU 54 0 4$1°5 


* Uterus with mesometria] tumours 





D 


-Dorsal aspect of uteri of guineapigs showing parametrial tumours after subcutaneous insertion 


1; (B) after 53 days, mark 2; (c) after 31 days, 


absorbed (table I], third column). This is probably 
due to the fact that the diameter of the 20 mg. tablet 
was the same as that of the 50 mg. tablet. The 
amount of hormone absorbed from the tablet is 
evidently related to the area of its surface. 

It is of great interest to compare the present experi- 
ments with former ones in which equal quantities of 
free cestradiol per month were introduced, not by 
tablets but by subcutaneous injections thrice weekly 
for several months (Lipschitz, Rodriguez, and Vargas 
1939). As much as 2-5 mg. of free estradiol per month 
administered by injection for three or four months 
(200 ug. thrice weekly) caused only a beginning of 
tumorigenesis similar to what we observed in the 
present with tablets in two three weeks. 
Even with the injection of 5 mg. of free cestradiol 
per month (400 ug. thrice weekly) for fourteen weeks 
tumorigenesis was less than with 4 mg. per month 
absorbed from the tablet during seven weeks (the 
average of the six experiments of the present series). 


series OI 


TREATED WITH SUBCUTANEOUS TABLETS OF (ESTRADIOL 





Uterine tumours Extra-nterine tumours 
Weight Total 
oF Subserous Visceral and — 
sy and Apical abdominal Spleen genesis 
mesometrial (mark) wall (mark 
(mark) (mark) 
2-4 ; 0-5 0 0 0 0-5 
3:7 O-5 0 0 0 0-5 
2-0 1 0-5 ° 0°5 0 2 
5 2 0-5 0-5 0 3 
} 2 2 0-5 7°5 
1-9 0 2 0°5 0 } 
2°5 0-5 2 l 0°5 4°5 
2°5 1 0 0-5 Oro P 2. 
2-4 O°5 O°} 0-5 0-5 2 
1°7 0-5 0-5 0-5 0-5 2 
2-3 0-5 0-5 0°5 0°5 2 
2-R 2 0-5 2 0-5 5 
2-4 2 5 2 1 8 
6-9F ; 2 0-5 0°5 6 
+ Localised uterine fibrinopurulent peritonitis 
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This shows clearly that the continuous flow 
of «estradiol in the body fluids enhances the 
tumorigenic reaction. 

TABLE IJT—ABSORPTION OF CSTRADIOL FROM 
SUBCUTANEOUS TABLETS IN GUINEAPIGS 
Absorption Absorption 
Total calculated Total calculated 
No, &bsorp per month Ni absorp- per month 
. tion adi tion 
ing (mg.) 
Mg Per cent Mg Per cent. 

11 " 6 ) 2 { 6 12 

15 4 6 30 } 4 6 12 

12 5 1°5 22 l 2°5 2°5 ) 

13 8 8 1() 7 3°5 2 1 

17 ) 6 ) 5 6 

18 5 2 14 } 8-5 ) 10 

20 f { 





SUMMARY 


Uterine and extra-uterine tumours can be produced 
in the guineapig by introducing a tablet of cstradiol 
beneath the skin. These tumours are similar to the 
uterine and extra-uterine fibroids or fibromyomas 
produced previously by a long course of injections 
of follicular hormones (free cestradiol and cestrone, 
different esters, and stilbeestrol). 

The uterine tumours (subserous and mesometrial) 
begin to appear as early as 23-3 weeks after the 




















Fic. XI—Diagram showing sites of uterine and extra- 
uterine tumours in a guineapig 49 days after sub- 
cutaneous insertion of a tablet of estradiol: (a) tumours 
on ventral aspect of uterus, mark 3 (for tumours on 
dorsal aspect see fig. Xp), and left apical tumour, 
mark (6) tumours other abdominal viscera : 
epiploén, mesentery, and hilum of right kidney, mark 2 ; 
tumoral seed on spleen, mark 0°5, Fibrosis of mesentery 
and of abdominal wall, especially round both kidneys, 
on both sides of the uterus, and at apex of right uterine 
horn, is shown. Total mark 8°5, 
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Fic. XII—Diagram showing sites of uterine and extra- 
uterine tumours in a guineapig 53 days after subcutane- 
ous insertion of a tablet of cestradiol: (a) numerous 
uterine tumours of different sizes, mark 2, and big 
apical tumour between left uterine horn and kidney, 
mark 3; (6) tumours on other abdominal viscera ; 
mesenteric tumours, tumour near cesophagus, small 
subserous tumour of stomach, tumours of abdominal 
wall, mark 2; small tumour of spleen, mark 1, Fibrosis 
of mesentery, of abdominal wall, and of apical region 
of right uterine horn is shown, Total mark 8. 


introduction of the tablet. Uterine bleeding also can 
appear at this early date. In about seven weeks 
a high degree of uterine and extra-uterine tumori- 


genesis may be attained with tablets of follicular 
hormones. 
The degree of tumorigenesis with tablets of 


estradiol is much greater than with injections of 
free oestradiol when equal quantities are compared. 
This is evidently due to the continuous absorption 
and the continuous flow of cestradiol in the case of 
tablets, contrasted with the discontinuous flow 
in the case of three injections of free cestradiol in the 


as 


week. The treatment with tablets is comparable 
as regards the danger of tumorigenesis—to a 


treatment with esters of oestradiol administered by 
injection without intervals free from treatment. 
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TREATMENT OF ULCERATIVE COLITIS 
BY COD-LIVER OIL RETENTION ENEMATA 


By HuGu GatnsBorouGH, M.D. Camb., F.R.C.P. 
PHYSICIAN TO 8ST. GEORGE’S HOSPITAL, LONDON 


(With Illustrations on Plate) 


InN 1936 Davson published a paper in _ this 
journal on the tissue response to subcutaneous 
injection of cod-liver oil. He stated “‘ that the study 
of the histological reaction to cod-liver oil tends to 
support the view that the application of the oil to 
wound surfaces will promote the processes of repair 
and healing.” Lohr (1934), Zuelzer (1934), and 
Steel (1935), who reported the effects of applications 
of cod-liver oil to burns and ulcerated surfaces, 
suggested that the vitamin-A content of the oil was 
the probable effective therapeutic agent, but Davson’s 
work shows that this is unlikely. The possible use of 
applications of cod-liver oil in ulcerative colitis was 
suggested to me by Davson, and I started such 
treatment in January, 1937, since when six cases have 
been treated and followed-up. 

All the cases were given a high-calorie low-residue 
diet, and after the first few days I-so-gel was 
administered. Retention enemata were generally 
not started until rest in bed, starch and opium 
enemata, or morphine if necessary, had reduced the 
diarrhea and bowel irritability to a degree that made 
the retention of oil possible. The early injections 
of oil were given during the day; but, when the 
patient could retain oil for several hours, the injections 
were given in the evening and were often retained 
through the whole night. The initial dose was 2 oz., 
and this was increased by 2 oz. at a time to a maximum 
of 8 oz. in accordance with the patient’s capacity of 
retention and with regard to the avoidance of any 
discomfort. When an opaque enema and radiography 
showed that the colon up to the splenic flexure or 
the transverse colon was involved, the bed was 
tilted up from the foot for about an hour after the 
administration of the enema, 


CASE-RECORDS 


CasE 1,—Female, aged 29. Symptoms appeared 
suddenly in early August, 1936, with diarrhoea with 
mucus and blood. Stools increased to twelve a day. 
She lost 20 lb. in two weeks and ran an evening 
temperature to 103° F. She was admitted to hospital 
on Aug. 29, 1936, her general condition being very 
poor. On sigmoidoscopy no actual ulceration was seen, 
but the mucosa had the bright pink velvety appearance 
of an acute inflammation. 

After two weeks’ conservative treatment, zinc 
ionisation was applied to the lower bowel, and steady 
improvement ensued. She left hospital on Oct. 19 
free from symptoms but relapsed within two months 
and was readmitted on Jan. 19, 1937, when she had 
six to eight stools a day with much blood and mucus 
and there was a moderate evening pyrexia. She was 
treated at first with starch and opium enemata and 
morphine for two weeks, after which cod-liver oil 
retention enemata (4 oz.) were given every morning. 
At the end of three weeks of such treatment she was 
passing one normal formed stool a day and she 
had gained 8 lb. She left hospital on March 11, 
1937, and continued with oil enemata twice weekly 
for three months. Twenty months later she reported 
herself as quite well and as having been free from 
symptoms in the intervening period. An opaque 
enema and radiography on Feb. 10, 1937, showed 
dilatation of the rectum and loss of haustration of 
the distal half of the transverse colon and all the 
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colon beyond. There was fine irregularity of the edge 
of the sigmoid colon shadow. Ke-examination on 
March 3, 1937, showed distension of sigmoid colon 
and lack of haustration in affected parts of the 
colon, but after evacuation these portions showed 
normal activity and the colon edge was sharp and 
smooth. 


CASE 2,—Female, aged 55, admitted to hospital on 
Oct. 24, 1936, the illness having started three months 
previously with diarrhoea and stools up to twelve 
a day. Stools were loose and contained much bright 
blood. She had vomited once and had a constant 
griping pain in the epigastrium. The abdomen was 
distended and tender in the lower segment. Pyrexia 
up to 102° F. in the evening. Sigmoidoscopy on 
Nov. 7 showed that the mucosa was much congested 
and bled very easily, and small ulcers were seen. 

Initial treatment consisted of starch and opium 
enemata and, later, zinc ionisation. There was a 
slight improvement, but after eleven weeks in hospital 
there were still three stools a day, loose and with 
much blood. Cod-liver oil retention enemata were 
begun on Jan. 6, 1937, 2 oz. at first, increasing to 
8 oz. Since the whole colon was affected, the foot 
of the bed was raised after the injection of oil. 
Improvement thereafter was amazingly rapid. Sig- 
moidoscopy on Jan. 15 showed that the mucosa was 
normal in appearance, without ulcers or bleeding. 
Stools at that time were not quite formed but were 
free from blood. She left hospital on Feb. 17 and 
she has been quite well to date. An opaque enema 
and radiography on Oct. 30, 1936, showed the dis- 
organisation of mucosa of the whole of the large 
intestine (fig. Ion plate). Re-examination on Jan. 18, 
1937, showed improvement mainly noticeable in the 
rectum and the sigmoid, the edges of the shadow 
being sharp and clear (fig. II on plate). On Feb. 8, 
1937, there was considerable improvement evident 
throughout the colon,and there was little haustration, 
but the surface appeared no longer granular. 


CASE 3.—Female, aged 30. Symptoms first 
appeared in July, 1935. Three months later she was 
treated, with colonic irrigation, and by December, 
1935, she had recovered. She remained well for 
twelve months, but in December, 1936, blood 
appeared in the stools, the number of which increased 
to fifteen a day. She was admitted to St. George’s 
Hospital on Jan. 26, 1937. Her general condition 
was fairly good, but there was slight evening pyrexia 
for the first two weeks in hospital. 

Treatment was begun on Jan. 30 with rectal 
injections of cod-liver oil 4 oz., and this was increased 
two days later to 8 oz. The injections were given in 
the late evening and were retained for an increasing 
period up to ten hours. Improvement was rapid, 
and after two weeks’ treatment she was passing only 
one or two stools a day, semi-solid but unformed 
and free from blood. She left hospital on March 2, 
1937, and has been free from symptoms since— 
i.e., for twenty-two months. An opaque enema and 
radiography on Jan. 29, 1937, showed a complete 
lack of haustration of the transverse and distal 
portions of the colon, and the mucosal relief of the 
pelvic colon appeared finely granular throughout and 
was rough in outline. Re-examined on Feb. 18, 
1937, the transverse colon showed normal haustration, 
the descending and pelvic colons showed haustration 
well marked but of lesser degree, and the surface 
granularity and irregular outline were no longer visible. 


CASE 4.—Female, aged 54. Symptoms | first 
appeared in 1925, when she noticed a mucous discharge 
with her stools. Three years later diarrhoea became 
troublesome and she was treated in hospital with 
Yatren and colon lavage without much improvement. 
She was again in hospital in 1928 and in 1932 and 
was treated with starch and opium enemata with 
only moderate improvement. 

On sigmoidoscopy in May, 1936, the mucosa was 
seen to be hemorrhagic and granular and bled easily, 
but no ulceration was seen. At that time stools were 
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not frequent, but she was passing blood. 
oscopy in November, 
mucosa with 
mucopus. 

She was admitted to St. George’s on March 30, 
1937, there having been a considerable hemorrhage 
seven weeks earlier. She was passing ten stools a 
day with a good deal of blood and mucus. She was 
very thin, weighing 8 st. and in the first four 
weeks lost 8 lb. in weight. During this time there 
was slight pyrexia. Treatment with cod-liver oil 
began on April 2 with 4 oz., increasing gradually 
to 6 oz. at end of two weeks. At first the enemata 
were retained for only little more than an hour, but 
the period of retention gradually increased. After 
eight weeks’ treatment the stools were semi-solid 
and free from mucus and blood, and numbered one 
or two a day. There had been a steady gain of weight 
during the latter half of this period. Improvement 
steadily increased, and she was discharged on June 10, 
1937. 

She remained under observation until June, 1938, 
and always reported herself as free from symptoms. 
In November, 1938, however, in response to inquiry, 
she stated that there had been some relapse but she 
had since derived benefit from an osteopath. An 
opaque enema and radiography on April 12, 1937, 
showed involvement of all the large intestine distal 
to the middle of the transverse colon, with a granular 
surface, feathering of the edge, and loss of haustration. 
At re-examination on June 2, 1937, a few contraction 
rings were present in the affected parts of the colon, 
which now had sharply defined edges throughout. 
On April 14, 1938, further improvement was evident, 
though motility was not normal. 


Sigmoid- 
1936, revealed very granular 
ulceration and bleeding and evident 


CASE 5.—Male, aged 31, admitted to hospital in 
November, 1936, with a history of bouts of diarrhcea, 
with loose watery motions containing blood, for the 
previous six years. During the last six months he had 
been becoming progressively worse with abdominal 
pain and loss of weight. There was considerable 
pyrexia for the first three weeks, and he had incon- 
tinence of faces and tenesmus. 

He was treated initially with yatren, and there was 
some diminution of number of stools, but other 
symptoms persisted. He was then treated with 
cod-liver oil retention enemata for six weeks, and 
there was progressive improvement, the stools becom- 
ing normal in frequency and consistence. The initial 
sigmoidoscopy had revealed a definite ulcerative 
condition, and after oil treatment further examination 
showed enly one or two shallow ulcers, the general 
state of the mucosa being much improved. 

He left hospital in February, 1937, was well 
for a year, but hada slight relapse in January, 1938 ; 
a further exacerbation of symptoms occurred in May, 
1938, and he was readmitted to hospital the following 
month. Sigmoidoscope examination showed that the 
mucosa was much inflamed and granular and bled 
easily, but no actual ulcers were seen. He was treated 
again with oil, and steady improvement ensued. 
He left hospital in August, 1938. He has since been 
quite well but continues to have one retention enema 
a week. 

An opaque enema and radiography on 
1936, showed great 
transverse 


Nov. 24, 
dilatation of the ascending and 
the descending colon had no 
haustration, its edge showed deep feathering, and 
there was typical surface granularity. At re-examina- 
tion after the first oil treatment the descending and 
transverse colons were almost normal, though the 
distal half of the transverse colon was tube-like. At 
re-examination on readmission on June: 8, 1937, 
the colon on either side of the splenic flexure showed 
a ragged edge, and two rather deep ulcers were visible. 
Further examination not made. 


colons ; 


CASE 6.—Male, aged 24. Diarrhoea started in 
October, 1935, and he was in hospital from November 
to December of that year and again on two occasions 


DR. GAINSBOROUGH : TREATMENT OF ULCERATIVE COLITIS 





[JUNE 10, 1939 
in 1936, but stools were never reduced to less than 
three or four a day. 

He was admitted to St. George’s Hospital on 
April 17, 1937, having become much worse in the past 
four months, passing twelve to fourteen stools a day, 
which were green and watery and contained much 
mucus and blood. There had been progressive loss 
of weight. Sigmoidoscopy on April 20, 1937, showed 
that the mucosa was congested and granular and 
bled easily, and there were superficial sloughs. Oil 
retention enemata were started on May 18 and con- 
tinued for six weeks, with decrease in the number of 
stools and a slight gain in weight. He could, however, 
never retain oil for more than two hours. Yatren, 
olive-oil retention enemata, and zinc ionisation were 
successively tried, but all caused irritation and pain. 

Sigmoidoscopy on Sept. 8, 1937, showed that the 
mucosa was still red and ulcerated and bled easily, 
and the lumen seemed narrowed. A transverse 
ileostomy was performed on Oct. 2, 1937, and the 
patient died three weeks later. 


SUMMARY 


Cases 1, 2, and 3, in which the previous duration of 
the illness had been six months, three months, and 
eighteen months respectively, have now been appar- 
ently quite well and free from symptoms for two 
years. Case 4, with a twelve years’ history of colitis, 
remained well for fifteen months and then stated, in 
answer to inquiry, that she had relapsed but had 
obtained benefit from an osteopath. Case 5, with a 
six years’ history, remained well but not entirely 
free from symptoms for fifteen months and then 
was readmitted for a relapse, but since having further 
treatment has been symptom-free for six months. 
Case 6, with an eighteen months’ history, showed 
some improvement after the treatment; but, since 
hemorrhage persisted, an ileostomy was performed, 
and the patient died later. The clinical results were 
confirmed by sigmoidoscopy and radiography. 


DISCUSSION 


It is difficult to draw any definite conclusions from 
the treatment of these few cases ; the fact that three 
out of six cases have shown complete remission for 
two years is not remarkable, but it is perhaps note- 
worthy that in case 1, in which severe relapse occurred 
two months after apparently successful treatment by 
other methods, subsequent treatment of the relapse 
by cod-liver oil retention enemata produced a more 
lasting remission much more rapidly than the previous 
treatment, and that in case 2, though under ordinary 
treatment some improvement occurred, symptoms 
persisted till oil retention enemata were used. As 
might be expected, better results were obtained, 
and more quickly, in the cases with the shortest 
previous history. It is clear that the method described 
is by no means certainly curative, but one is impressed 
by its efficacy in shortening the illness in some cases, 
its effect in reducing pain, and the greater tolerance 
of the patient to cod-liver oil compared with other 
local applications. It has seemed to me to be of 
advantage to continue the treatment two or three 
times a week for a few months after remission has 
been established, the patient instructed in 
self-administration. 

Since these observations were begun I have found 
three references to similar treatment. Spiegel (1937) 
reported 11 cases treated with an emulsion of 40 
per cent. of the oil in aqueous solution of acacia 
and given in doses of 2-8 oz. two or three times a day. 
The observed were those which had 
responded to preliminary control treatment ; 


being 


cases not 


9 of 


the 11 cases showed improvement with cod-liver oil 
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therapy. Russell Best (1938) published a report of 
17 cases treated with oil retention enemata of 2-4 oz. 
administered after a small saline wash-out; 13 
cases became symptom-free for periods of three to 
twenty-three months. He thought the treatment 
useful as an adjunct to other methods, Manville 
(1938) has described a method of topical application 
of oil by spraying through a proctoscope. He gives 
no clinical details but confirms Spiegel’s findings. 


' I am grateful to Mr. R. Marnham for the 
sigmoidoscope examinations and reports, and to Dr. 
G. R. Mather Cordiner for the X-ray examinations. 
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SULPHANILAMIDE IN TYPHOID FEVER 
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MEDICAL SUPERINTENDENT OF THE NORTH EASTERN 
HOSPITAL (L.C.C.) 
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In the autumn of 1938 the admission of a series of 
patients suffering from typhoid fever provided an 
opportunity for the therapeutic trial of two of the 
sulphanilamide group of drugs—namely, Prontosil 


and M. & B. 693 (Dagenan). Although in our 
experience and that of others these drugs have 


proved successful in the treatment of infections 
caused by B. coli, notably pyelitis, only one account, 
so far aS we are aware, has yet appeared of the 
employment of M. & B. 693 in a case of enteric 
fever... Another patient (case 7 in the series), admitted 
this year, was treated with a combination of M. & B. 


693 and Felix’s Vi-serum. 
CASE-RECORDS 
CASE 1.—Male, aged 21, admitted on Nov. 9, 1938, 


with a history of headache, vomiting, and abdominal 
pain of sudden onset a week previously. On 
admission the patient was toxic; the tongue was 
dry and furred. The spleen was palpable, and there 
were abundant rose spots upon the trunk and arms. 
Temperature 100° F., pulse-rate 100, respiration- 
rate 28. Blood-culture was positive for B. typhosus ; 
Weil-Felix reaction positive for H agglutinins up 
to 1 in 1920. The general condition remained 
unchanged for the next two days. 

On the 12th it was decided to try prontosil album, 
and a tentative dose of gr. 15 thrice daily was 
prescribed. The same evening the temperature fell 
to normal, but it rose again next day and by the 
15th had reached 101° F. The patient complained 
of acute abdominal pain and developed an attack of 
cholecystitis with jaundice. Prontosil was con- 
tinued until the 19th, and for the cholecystitis 
hexamine and local applications of heat were employed 
until the 2lst, by which date the attack of chole- 
cystitis had subsided. During the administration 
of prontosil there was considerable improvement 
in the patient’s general and mental condition, but 
the temperature rose to 100° F. on most evenings, 
and blood-culture on the 17th was again positive. 

1. Coxon, R. V., and Forbes, J. R 
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On the 22nd it was decided to try M. & B. 693. 
An initial dose of gr. 30 was followed by one of gr 
every four hours. Within twenty-four hours the 
temperature fell to 97° F. from 100° F. and, with the 
exception of a few flickers to between 99° and 100° F., 
remained normal or subnormal until the date of 
discharge (Jan. 10,1939). Blood-culture was negative 
on Nov. 26, 1938. M. & B. 693 was discontinued 
on Nov. 29, 1938. B. typhosus was never recovered 
from the feces or urine in spite of repeated examina- 
tions. (See fig. 1.) 


CASE 2.—Male, aged 19, admitted on Nov. 10, 
1938, with a history of onset of headache, shivering, 
pain in the limbs, vomiting, and diarrhoea on Oct. 31, 
1938. The patient had been delirious, and a rash was 
noted on Nov. 9, 1938. On admission toxemia 
was severe. There were sordes on the lips; the 
tongue was red and glazed; typical rose spots were 
present on the trunk, and there were 
congestion at the bases of the lungs. The patient 
was lethargic but not delirious. Temperature 102° F., 
pulse-rate 110, respiration-rate 20. Blood-culture was 
negative for B. typhosus, but the serum agglutinated 
this organism in a dilution of 1 in 480. 

For the next three days there was no change in the 
patient’s condition. Oral administration of gr. 15 
of prontosil thrice daily was then instituted. The 
temperature fell to 99° F. by the next morning 
and to normal on the next day (Nov. 14). The same 
evening, however, there was a 


. 15 


signs of 


rise to 100° F., but 
from this point the temperature settled by lysis, 
becoming normal by the evening of the 18th. 


Prontosil was discontinued the next day. The patient’s 
general condition was satisfactory and the tempera- 
ture normal until the 27th, when there was a relapse. 
The temperature rose to 102-4° F., and the patient 
complained of stiffness and cramps in the 
Blood-culture was positive. 

On the 29th M. & B. 693 was given in doses of 
gr. 15 thrice daily. On Dec. 1 the cramps had dis- 
appeared, the patient felt better, and the tempera- 


legs. 
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Fig, 1 (case 1),—All the figures represent cases of typhoid 


fever. B.C, = blood culture, 
’ 

ture had again reached normal. Blood-culture was 
sterile the next day. From this point recovery 
was steady and uneventful, and the patient was 

discharged on Jan. 10, 1939. (See fig. 2.) 
CASE 3.—Male, aged 26, admitted on Noy. 10, 
1938, with a history of shivering, nausea, and diar- 


rhoea of one week’s duration. On admission there 
was moderate toxzemia, and a few rose spots were 
present upon the abdomen, but the spleen was not 
palpable. Temperature 101° F. The serum aggluti- 
nated B. typhosus at 1 in 480, but the organism was not 
found in the feces or urine. Treatment with prontosil 
(gr. 15 thrice daily) was started on the 12th but dis- 
continued the next day because of the appearance 
of deep cyanosis, drowsiness, and epistaxis. The 
general condition improved slightly (without pron- 
tosil), but the temperature remained in the region 
of 101° F. There was deafness in the left ear and 
some congestion of the bases of the lungs. 
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Fic. 2 (case 2),—W.F.=Weil-Felix H and O positive 1 in 
480 (B. typhosus) 








On the 17th blood-culture was positive; on the 
22nd administration of M. & B. 693 (gr. 15 thrice 
daily) was begun. On the 26th blood-culture was 
negative. The temperature fell by lysis, becoming 
normal on the 29th, on which date treatment with 
M. & B. 693 was stopped. The deafness and con- 
gestion of the lungs had disappeared, and apart from 
a little irregularity in the temperature, which finally 
settled to normal on Dec. 6, 1938, the remainder 
of the patient’s stay in hospital was uneventful. 
(See fig. 3.) 

CASE 4.—Female, aged 38, admitted on Nov. 11, 
1938, with a history of onset with abdominal pain 
three weeks previously and diarrhoea of a week’s 
duration. On admission there was severe toxemia. 
The tongue was fissured and covered with brown 
fur; the abdomen was distended and covered with 
profuse spots; the spleen was not palpable. 
Temperature 98-4° F. (collapse), pulse-rate 128, 
respiration-rate 26. Next day the temperature rose, 
and by the 14th it was 102° F. On the 12th blood- 


rose 


culture was sterile, but the serum agglutinated 
B. typhosus at 1 in 480. There was frequency of 
micturition, the urine containing B. typhosus. 
Symptoms of cystitis increased, and the patient 


became very lethargic. 

Administration of M. & B. 693 was begun on the 
19th. The evening temperature on that day dropped 
by two degrees and never again rose to its former 
level. On the 21st the urinary symptoms had abated 
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Fic. 3 (case 3).—W.F.=Weil-Felix H and O positive 1 in 
480 (B. typhosus). 


condition rapidly improved, and the remainder of 


the patient’s stay was uneventful apart from the 
development of an exudate upon the fauces and 
pharyngeal wall. Swabbings from this exudate 


were reported to contain only yeasts. 

CASE 5.—Male, aged 18, admitted on Nov. 9, 
1938, with a history of onset with headache and 
vomiting a week previously and of abdominal pain 
and diarrhoea of three days’ duration. On admission 
toxzemia was severe ; tongue dry and furred ; spleen 
palpable ; rose spots profuse upon trunk and arms ; 
congestion of the left base. On the 10th blood- 
culture was positive for B. typhosus; the serum 
agglutinated H at 1 in 1920. The organism was not 
recovered from feces or urine. The patient’s condi- 
tion steadily deteriorated with increasing delirium ; 
there were ‘‘ pea-soup ” stools. By the 14th he was 
in the typhoid state. 

Prontosil (gr. 15 thrice daily) was given from the 
12th but with little apparent effect. It was dis- 
continued on the 18th owing to the appearance of 
cyanosis and a drug rash. The blood-culture was 
still positive. On the 2lst the temperature reached 
104° F, and the general condition was very grave. 
It was decided to give M. & B. 693 (gr. 15 four- 
hourly). Two days later the temperature reached 
normal, but the drug was discontinued because of 
cyanosis and a rigor. By the 26th the temperature 
had risen again to 102° F. M. & B. 693 therapy was 
again attempted but had to be abandoned the next 


(See fig. 4.) 
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Fie. 4 (case 4),—The day of disease on admission is 
only approximate. The clinical picture was consistent 
with that of typhoid fever at or about the end of the 
third week of the disease. Arrow | rose spots +-+ ; 
arrow 2 = urine positive for B. typhosus ; arrow 3 = feces 
positive for B. typhosus ; arrow 4 = urine negative for 
B, typhosua, 


and urine-culture was sterile. There was a little 
nausea and vomiting, probably due to the drug, 
but in spite of this the treatment was continued 
until the 28th. The feces, which had contained 
B. typhosus, were reported as being free from this 
organism on the 20th. From this point the general 
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Fic. 5 (case 5). 


day on account of vomiting. Blood-culture was now 
negative. The temperature fell to subnormal with 
subsequent rises to 100° F., the patient’s general 
condition began to improve, and he recovered without 
further complications. (See fig. 5.) 


CasE 6.—Female, aged 51. This patient, the 
mother of case 3, provides a contrast to the preceding 
five cases. She was admitted to hospital on the 


tenth or eleventh day of disease, and it was originally 
but, 


intended that she should serve as a control; 
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when her temperature had remained high for some 
twenty-six days and she had entered the typhoid 
state, it was decided that in view of the response 
in the other cases it was not justifiable to withhold 
M. & B. 698. Accordingly on Dec. 7, 1938, 
she was given gr. 15 thrice daily. 

Unfortunately, vomiting became troublesome ; 
but, since the temperature showed the first signs of 
falling since admission to hospital, administration 
was continued unaltered until the 14th, when the 
dose was halved. The temperature immediately 
rose again, but vomiting became so exhausting that 
prontosil soluble (10 c.cm. given intramuscularly 
daily) was substituted for M. & B. 693 on the 16th. 
The temperature now ranged round 103° F. again 
and did not fall until the 21st, when it reached normal 
and prontosil was discontinued. 

All went well until Jan. 2, 
a relapse. Prontosil album (gr. 15 thrice daily) 
was ordered on the 6th and continued until the 
20th, when the temperature fell and, except for a few 
slight rises, remained normal. The patient’s general 
condition improved slowly, but convalescence was 
protracted. (See fig. 6.) 


CASE 7.—Male, aged 47, admitted (ambulant) 
on April 1, 1939, with a history of headache and 
nausea for one week and of abdominal pain for three 
days. On admission the mental condition was dull 
and confused. He was very toxic. The tongue was 
heavily furred. A moderately profuse crop of rose 
spots was present upon the abdomen; the spleen 
was not palpable. Temperature 101-6° F., pulse- 
rate 96, respiration-rate 38. The serum agglutinated 
B. typhosus H at 1 in 480. Blood-culture was negative, 
but the urine contained the organism. Treatment 
with M. & B. 693 was begun on admission (gr. 15 
thrice daily). During the ensuing three days there 
was no change in the condition of the patient, who 
was delirious at night. It was decided to double the 
dose of the drug (gr. 15 four-hourly) and to combine 
it with Felix’s Vi-serum. Actually the serum 
(33 c.cm. concentrated) was injected intramuscularly 
twenty-four hours before the increased dose of 
M. & B. 693, which was maintained for three days 
and then reduced to the original quantity. From 
April 4—i.e., the day the serum was injected—there 
was a remarkable improvement in the patient’s 
physical and mental condition. The temperature 
fell steadily and had reached normal on the 10th. 


1939, when there was 





Urine culture was negative on the 6th. The 
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Fic. 6 (case 6).—Part of temperature chart is shown, 
beginning with what was approximately the 35th day of 
disease. Unfortunately blood-culture was not repeated 
on the 5lst day. Before this the chart showed for 
24 days the typical sustained temperature of the fasti- 
gium of typhoid fever. The patient was admitted to 
hospital about the 10th or llth day of the disease. 
On or about the 60th day of the disease a relapse took 
place, which lasted 18 days and was not controlled with 
prontosil gr. 45 daily by mouth for 14 days. Blood- 
culture on the 7th day of this relapse was negative 
and no typhoid bacilli were recovered from either 
stools or urine. 
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Fic. 7 (case 7).—F.=Felix’s Vi-serum 33 c.cm. intra- 
muscularly ; W.F.=Weil-Felix H positive 1 in 480 
(B. typhosus). 

organisms were never recovered from the feces. 


Except for carbuncles, due to Staphylococcus aureus, 
on both cheeks convalescence was uneventful. (See 
fig. 7.) 

DISCUSSION 

It is unnecessary to recount the pathogenesis of 
enteric fever. Clinically, there are two components 
in the symptom-complex—namely, the-blood infection 
(bacteremia with resultant tox#mia) and the local 
intestinal disease involving the lymphoid tissues 
of the small intestine. To these may be added 
in some cases a superimposed infection, streptococcal, 
pneumococcal, or staphylococcal. The relative gravity 
of each of these components varies from case to case, 
but any one of them can cause the death of the patient, 
already exhausted by the effects of the others. 

With one exception (case 7) the cases here recorded 
arose as the result of a localised epidemic from a single 
source: Thus the infecting strain was identical. 
All the patients were adults, and all were nursed 
in separate glass chambers with strict medical asepsis ; 


, 
thus the possibility of reinfection was eliminated. 
All were admitted when the disease was well 
established. The presence of rose spots in every 


instance indicated that the disease had passed the 
first week. The attacks were not mild; toxemia 
ranged from severe to very severe. All recovered. 
Of the 7 patients, 5 were constipated throughout 
the attack; the maximal number of stools passed 
in any one day by the remaining 2 patients was four. 
Only 1 of these passed typical pea-soup stools. The 
local intestinal disease caused no anxiety in any 
instance. The only superimposed infection was 
staphylococeal ; 1 patient developed, in convalescence, 
facial carbuncles, from which he had also suffered 
on a previous occasion. The outstanding component 
in our was toxemia. Owing to our lack of 
experience in the use of sulphanilamide in enteric 
fever and to the fact that leucopenia is a normal 
finding in these infections, was tentative 
and cautious. In Coxon and Forbes’s case? agranulo- 
cytosis developed. Repeated total and differential 
white-cell counts were performed to detect any 
unusual fall in the granulocytes. The lowest count 
of polymorphs recorded after four days’ treatment 
with M. & B. 693 was 49-5 per cent. The polymorph 
counts during treatment usually varied from 
55 to 60 per cent., and no difference in this respect 
was observed between the two products, Prontosil 
appeared to be better tolerated than M. & B. 693, 
the latter, as is well recognised in other conditions, 
tending to cause nausea and vomiting which, in 


cases 


dosage 


’ 
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enteric fever especially, are an obvious drawback.* 
For this the drug was withdrawn in case 6 
and prontosil soluble by injection was substituted. 
One patient 5) was sensitive to both prepara- 


reason 


(case 


tions. Sulphur in any form—e.g., eggs in milk or 
custards——-was rigorously excluded from the dietary 


and from the treatment. There is insufficient evidence 
in our series to draw any conclusions as to the relative 
therapeutic superiority of the two preparations, 
There can be little doubt that sulphanilamide can 
exercise bacteriostatic effect on B. typhosus in the 
The typical relapse in case 2, with its 
step-ladder rise of temperature, was 
unquestionably aborted by M. & B. 693 given on the 
day of the temperature. Not only 
was the clinical improvement striking, but also a 
blood-culture, positive on the first day of the relapse, 
was negative when repeated on the morning of the 
fifth administration of the drug. If it 
can be confirmed by others that the sulphanilamide 
drugs will consistently inhibit B. typhosus in the blood, 
major problems in the therapy of enteric 
fever is on the way to solution. 


blood stream 
commencing 
rise of 


secoha 


day after 


one of the 


Our doses were too 


small in most cases, but even so, and although in 
some instances there was no striking effect on the 
temperature, the considerable improvement in the 


patient’s physical and mental condition was obvious 
to both medical and nursing staffs. It seems reason 
able to suppose that massive doses for the first two 


or three days, followed during the succeeding ten 
days or so by smaller maintenance doses, would 


produce better results, especially if it were possible 
to begin treatment during the first week of the disease. 
It is not suggested that these drugs directly affect 
toxemia, but by the inhibition of bacteremia furthe1 
toxemia is indirectly diminished. 

It is widely believed that blood-culture is likely 
to be successful only if it is performed in the early 
days of the disease, but in our series cultures were 
positive as late as the 44th (approximately), 28th, 
18th, and 14th days of the Since 
spots coustitute one of the manifestations of bacter- 
mia and may continue to appear in 
crops while pyrexia persists, it is not surprising that 
late positive blood-cultures are sometimes obtain- 
able. It is significant, as tending to support the 
evidence for the favourable influence of these drugs 
on bacteremia, that after their administration 
further of spots, beyond those noted on 
admission, either did not appear or were very sparse. 
There is evidence that positive urine cultures may 
become negative within a few days when these drugs 
are used 4 and 7), but the data are insufficient 
to enable us to express any opinion about the faces. 

The most striking result in our series was obtained 
in case 7 (the last) from a combination of M. & B. 693 
and a single intramuscular injection of Felix’s serum. 
The patient was an example of ambulant typhoid, 
and any experienced clinician from the condition on 
admission would have predicted for him a long and 
perilous illness. Actually he entered the stage 
of convalescence within ten days of admission, 
although, as a precaution, the drug was continued 
for a further week. One proves 
nothing, but it has at least persuaded us that, as in 
other infections for which both chemotherapy and 
specific serotherapy are available—e.g., pneumonia 
and cerebrospinal fever—the most promising line of 
treatment of typhoid fever is likely to be a combina- 
tion of sulphanilamide and Felix’s Vi-serum. 


disease. rose 


successive 


crops 


Cases 


case, of course, 


* The new soluble sodium salt of M. & B. 693, which is given 
likely to overcome this objection (Banks 
1939, 


seems 
April 29, 


by injection 
H 


S., Lancet, p. 983) 
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Clinical and Laboratory Notes 


ESTIMATION OF LUTEAL ACTIVITY 
AND EARLY DIAGNOSIS OF PREGNANCY 


By A. M. Harn, D.Se., Ph.D. Edin. 
OF THE INSTITUTE OF ANIMAL GENETICS, EDINBURGH 
UNIVERSITY ; AND 
EpWIN M. RoBeErtTsonN, F.R.C.S.E., M.R.C.0O.G. 


JUNIOR ASSISTANT GYNASCOLOGIST TO THE ROYAL INFIRMARY ; 
ASSISTANT GYN-ECOLOGIST TO THE WESTERN GENERAL 
HOSPITAL AND LEITH HOSPITAL, EDINBURGH 


ALL attempts to recover corpus-luteum hormone 
from the urine have failed, and in studying amenor- 
rhea, irregular menstruation, sterility, and habitual 
abortion luteal function has had to be assessed 
indirectly by assaying the urine or the blood for 
gonadotrophic hormones or for cestrin. Estimation 
of gonadotrophic hormone in the urine is of little 
value for three reasons: (1) often it cannot be 
detected even in women with normal] ovarian function, 
because its excretion may be confined to a single day 
in the cycle; (2) the amount passed may not be 
recognisable when diluted in a 24-hour specimen 
of urine; and (3) at the menopause, when ovarian 
function is waning or absent, considerable amounts 


of gonadotrophic hormone may nevertheless be 
excreted. In the non-pregnant woman the cstro- 
genic activity of the urine is an almost equally 


unreliable index of ovarian function, for the ovary 
is not the only source of cestrin in the body and even 
if the ovary secretes cestrin this does not mean that 
it is capable of luteal activity. 

The corpus-luteum hormone, progesterone, is 
not excreted as such but is converted in the body 
into the glucuronide of pregnanediol. In 1936 
Venning and Browne isolated from human pregnancy 
urine sodium pregnanediol glucuronidate, and they 
have since shown that this substance affords a direct 
indication of the functional activity of the corpus 
luteum in the menstrual cycle and in pregnancy. 
The absence of pregnanediol from the urine during the 
first half of the menstrual cycle (the follicular o1 
proliferative phase), its presence during the later 
(luteal) phase and in pregnancy, and its recovery 
after administration of progesterone to ovariectomised 
women, clearly demonstrate its significance. 

This report describes observations on corpus- 
luteum activity (assessed according to excretion of 
pregnanediol) in a patient under the care of one of 
us (E. M. R.). Venning’s improved method (1937 


and 1938) for extraction of the glucuronidate 
has been used, and the excretion product has been 


converted into pregnanediol by the approved formula. 


TABLE I—EXCRETION OF PREGNANEDIOL IN MENSTRUAL 


CYCLE 
Stage of eve Sas 
10th day .. ee ee ee ee 0-05 
12th and 13th days e° e« ee 2 
16thand 17th , ee ee ee 8 
18thand 19th , ee oe _ 6 
20th and 21st e oe ee ee 14 
23rd and 24th , ae oe ve 14 


The patient was under investigation for habitual 
abortion and was first examined for the excretion of 
pregnanediol in the menstrual cycle. Her average 
cycle lasted 25 days. A single test estimation was 
made of the combined output of pregnanediol on the 
23rd and 24th days of the first cycle studied ; this 
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showed an excretion at the rate of 6 mg. a day. 
From the 10th day of the next cycle the urine was 
tested at short intervals, with the results shown in 
table I and the chart. 

Venning and Browne (1937a, 1937b), from the 
output of pregnanediol in about twenty healthy 
women, estimated that over a period of 11-16 days, 
which comprised the luteal phase of the menstrual 
cycle, the total excretion varied from 3 to 55 mg. 
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(1937a) or from 3 to 60 mg. (1937b). The high 
daily excretion in our patient on the 20-24th days 
of the second cycle investigated caused us to suspect 
pregnancy, and accordingly an estimate of the output 
for the 15 days was prepared (table IT). 


TABLE II—ESTIMATION OF 
PREGNANEDIOL 


TOTAL EXCRETION OF 
IN MENSTRUAL CYCLE 


*regnaned 
Stage of cycle Pregnanediol 


(mg. daily) 
10th day ee ee ee -- Too little powder to 
test melting-point 

12th and 13th days os “ { 
l4thand 15th , ee -» 12 (estimated) 
16th and l7th , ee oe 16 
18th and 19th - ee ioe 12 
20th and 21st = ee «co 88 
22nd day ee -- 14 (estimated) 
23rd and 24th , ee o- 28 

Total 114 


The margin between 60 mg. (Venning and Browne’s 
maximum) and 114 mg. seemed great enough to 
justify a tentative diagnosis of pregnancy. On 
what corresponded to the 28th day of the cycle 
(see chart) an Aschheim-Zondek test gave an 
“indefinite negative’ result—i.e., uterine enlarge- 
ment developed in two of the five mice used in the 
test.* Five days later—i.e., on the 33rd day and 
therefore approximately eight days after the missed 
menstrual period—a second Aschheim-Zondek test 
gave a clear positive finding that pregnancy existed. 
It was thus possible, by measuring the excretion of 


pregnanediol, to diagnose a pregnancy one day 
before a menstrual period had been missed and 


nine days before an Aschheim-Zondek test gave a 
positive result. 
REFERENCES 
Browne, J. 8. L., Henry, J. 8., and Venning, E 
nvest. 16, 678 
Venning, E. (1937) J. biol. Chem. 119, 473 
— (1938) Ibid, 126, 595. 
— and Browne, J.S. L. (1936) Proc. Soc. exp. Biol... N.Y. 34, 
792 
— (1937a) Endocrinology, 21, 711. 
(1937b) Amer. J. Physiol. 119, 417. 
Henry, J. S., and Browne, J. 8S. L. (1937) Canad. med. 
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*In the pregnancy-diagnosis laboratory such a 


accepted as suggesting an early pregnancy. 


finding is 
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BILATERAL EXTRA-UTERINE PREGNANCY 
3y E. M. Sewer, M.B. Edin. 


MAJOR, I.M.S.; SUPERINTENDENT OF 
HEADQUARTERS 


THE GOVERNMENT 
HOSPITAL, BELLARY, SOUTH INDIA 


3ILATERAL extra-uterine pregnancy is sufficiently 
unusual, and advanced extra-uterine gestation 
sufficiently rare, to merit the report of such a 
Instances of both conditions have been recently 
reported, the former by Mellrath (1937), the latter 
by Patrick (1937), but I can find no mention of these 
conditions arising in one and the same patient in the 
limited literature at my disposal. 


case, 


CASE-RECORD 


woman aged 24 was admitted to the 
Government Headquarters Hospital, Bellary, on 
April 7, 1938. She complained of dull and constant 
pain in the lower abdomen for the previous week, 
accompanied by vaginal bleeding. As the 
was of low caste and unintelligent it was 
to rely on her statements. 
been irregular, Some 10 months before admission 
she had experienced pain in the lower abdomen 
accompanied by vaginal hemorrhage which lasted 
about 15 days. Shortly after this she had noticed 
a swelling in the lower abdomen about 
a mango and this had slowly enlarged. 
intercourse with her husband 3 
admission. 

The patient was anemic and emaciated, Tempera- 


An Indian 


woman 
difficult 
Her periods had always 


the size of 
She had had 
months before 


ture normal, pulse 104, respirations 26. Chest and 
heart were normal. The abdomen only moved 
slightly with respiration. The abdominal wall was 


thin and conveyed a generalised resistance to palpa- 
tion, but at no point was there any rigidity. There 


was widespread tenderness most marked in the 
left iliac fossa and to a less extent above the 
symphysis pubis. A large tumour was _ palpable 


in the right half of the abdomen, extending upwards 
under,the right costal margin and slightly across the 
middle line. The upper part of the tumour was 
smooth, tense, regularly ovoid and slightly movable ; 
below its outline and mobility were lost in a vague 
indefinable mass which seemed to fill the whole 
pelvis from side to side. On vaginal examination the 
vulva was normal and the vaginal mucosa pale. 
The cervix was small, firm, and retracted up behind 
the symphysis, where it did not appear to be connected 
with either tumour mass. No uterus could be defined. 
The right and posterior fornices were obliterated by a 
firm, smooth, and fixed tumour. The left fornix 
was occupied by a mass which offered less resistance, 
but which conveyed a sensation of bogginess to the 
examining fingers. Palpation in this area caused 
pain. A radiogram showed a foetus of approximately 
30 weeks’ gestation lying in the right half of the 
abdomen above the pelvic brim, 

Operation.—On April WW I opened the abdomen 
through a lower mid-line incision under spinal anezs- 
thesia. The peritoneum was _ bluish-black and 
rendered 0°25—0°5 in, thick by partly organised and 
adherent blood-clot throughout the extent of the 
incision. The whole of the right abdomen was taken 
up by a smooth and tense tumour extending up under 
the right costal margin and past the middle line to 
the left. The remainder of the cavity was occupied 
by firm blood-clot extending upwards under the left 
costal margin and obscuring all other organs from 
view. In the course of removing this clot free bleed- 
ing was encountered welling up from the left iliac 
fossa. On clearing away further clot a 24-months 
foetus came into view, followed by the gestation sac, 
the bleeding being traced to the left tube. The 
uterus, small and pale but otherwise normal, next 
came into view high up behind the symphysis. The 
left tube was clamped and ligated, the left ovary, 
which was normal, being conserved. In dealing 
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with the larger tumour considerable difficulty was 
experienced in freeing the sides and under-surface 
from partially organised clot and adhesions to the 
pelvic wall and colon. It obviously contained a 
second foetus, the breech sitting snugly in the right 
iliac fossa. No trace of the right ovary could be 
found, which suggested that we were dealing with 
an ovarian gestation on this side. The tumour 
together with the right tube were removed en bloc. 
Further clot from the pouch of Douglas and upper 
abdomen was removed and the abdomen closed. 
The gestation sac contained a large dead foetus, cord 
and placenta, approximately at the 30th to 32nd week 
of gestation. For the first 4 days the patient’s 
temperature ranged from 99° to 101°8° F., with a pulse- 
rate of 92-110. The temperature then remained 
normal until the eleventh day when it rose to 104° F, ; 
it fell to normal again by the fifteenth day and the 


patient then had an uninterrupted convalescence, 
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being discharged on May 25. It is probable that the 
death of the larger foetus was due to the amount of 
blood that the mother had lost. 


SUMMARY 

A case is reported of bilateral extra-uterine 
pregnancy, that on the right side being of ovarian 
origin and reaching approximately the 30th or 32nd 
week of gestation ; that on the left being tubal and 
of some 10 weeks’ duration. 

I wish to express my thanks to Lieut.-Colonel C. M. 
Plumptre, I.M.S., Superintendent of the Government 
Hospital for Women and Children, Madras, for 
including the specimens in the hospital museum, 
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Epidemiology in Country Practice 
By WILLIAM NORMAN PICKLES, M.D. Lond., 
medical officer of health for Aysgarth rural district. 
Bristol: John Wright and Sons. 1939. Pp. 110. 


7s. Od. 


Frew doctors working in sparsely populated areas 
realise the immense value to science of what they 
encounter in their daily rounds, fewer think it worth 
while to record it accurately, and still fewer have 
either the time, the skill, or the energy to publish 
their observations. Practitioners are somewhat 
frightened by the word *‘ epidemiology,” which in their 
minds is too often connected with mathematical 
calculations which they do not profess to under- 


stand and with vast numbers of cases which their 
practices can never furnish; so they think their 
small contributions are of little value. Prof. Green- 


wood’s preface to this book should convince them 
of their error, and the records of Dr, Pickles himself 
will show what science asks from them and the 
form in which their observations are most valuable, 
The note on a case of herpes zoster illustrates this 
well, Dr, Pickles may not see a dozen cases of 
zoster in all his years of practice; yet Dr, Pickles’s 
single record is worth more to epidemiology than the 
thousands of cases which have been casually noted 
in London in the past ten years. The chapters on 
epidemic jaundice and epidemic myalgia are of 
particular value, but the whole book should be read 
by every country doctor. 


1. Laboratory Manual of Physiological 
Chemistry 
(4th ed.) By Meyer Bopansky, professor of 


pathological chemistry, University of Texas; and 

MARION Fay, professor of physiological chemistry, 

Women’s Medical College of Pennsylvania. London : 

Chapman and Hall. 1938. Pp. 295. 10s. 

2. Practical Physiological Chemistry 

For Medical Students. (2nd _ ed.) By G. M. 

WIsHART, D. P. CUTHBERTSON, and J. W. 

CHAMBERS, Glasgow: John Smith and Sons. 

1938. Pp. 128. 4s. 

1. Tuts is the new edition (the last appeared in 1935) 
of an excellent book of quite conventional content, 
written in the interrogatory style which presumably 
makes the student think for himself, It is suitable 
for the use of medical students doing their practical 
work, Besides laboratory exercises it describes 
a few simple biochemical preparations, and a fairly 


extensive system of urine and blood analysis, 
Among the new methods is the Langley and Evans 
creatinine estimation. The printing is on one side 
of the paper only. 

2. Each of the chapters of this little book has a 
section on theory as well as directions for practical 
work, The second edition follows closely the 
lines of the first. Most of the class experiments 
described are of a simple type involving only routine 
apparatus ; one or two are more complicated. The 
details will doubtless be useful to those responsible 
for arranging and supervising a practical course for 
students. One or two points call for criticism, 
In the chapter on proteins and amino-acids there 
is no mention of the amino-acids containing sulphur 
or of tests for protein based on the presence of 
cystine in the molecule. It is said on p. 96 that 
potassium is only partially excreted in the urine, 
While this is, of course, strictly true it is a state- 
ment apt to mislead students, since the paths of its 
excretion other than the urine are unimportant, 





Treatise on the Surgical 
Otorhinolaryngology 
By GEORGES PORTMANN, professor of otorhino- 
laryngology at the medical school of the University 
of Bordeaux. Translated by PIERRE VIOLE, M.D., 
associate clinical professor in the department of 
otorhinolaryngology of the University of Southern 
California. London: Bailliére, Tindall and Cox. 


Technique of 


1939. Pp. 675. 57s. 
Prof. Portmann here presents, not a textbook 


of operative surgery, but an exposition of the tech- 
nique that he personally employs in operating on 
the ear, nose and throat, Believing that teaching 
should strike the eye rather than the ear, he explains 
the various stages of each operation by full-sized 
drawings. These are numerous and remarkably 
clear, and only need a brief descriptive text. The 
instruments and equipment used are illustrated by 
small-scale photographs of the surgeon’s and assis- 
tant’s tray ; a larger illustration of some of the special 
instruments would be helpful, more especially as a 
number of them are referred to by names unfamiliar 
in this country. The indications for operation are 
mentioned rather shortly in tabular form, but full 
details are given of the after-treatment and dressings, 
a most valuable feature. There is little or no 


mention of end-results or of prognosis and this 
omission is particularly deplorable in the discussion of 
operations for malignant disease of the fauces; it 
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does not even appear from the text that surgical 
removal of a cancerous tonsil is not normally curative, 
It would be useful also to learn the results of the 
operation designed by the author for opening the 
saccus endolymphaticus in the treatment of Meniére’s 
syndrome, 

Most of the procedures discussed 
operations, some of which have been modified in 
points of detail, Operations for mastoid disease and 
its complications are very fully and clearly described ; 
in the operation for petrositis Portmann prefers the 
paracarotid route of Ramadier to that of Kopetsky 
and Almour, and illustrates all the stages of the 
former method. In the treatment of stenosis of the 
nasopharynx he employs a gauze plug, followed by 
a rubber tube, to keep open the newly formed orifice, 
a method which has not generally been found efficient. 
For laryngectomy he favours a preliminary very 
low tracheotomy performed two or three weeks 
before the major operation ; the larynx is removed 
from below upwards, and a pharyngostomy opening 
is made as a routine by suturing the mucosa of the 
gap in the pharynx to the skin in order to avoid the 
sloughing which often causes pulmonary complica- 
tions, A plastic operation to close the opening into 
the pharynx is performed a few weeks later; about 
the same time the tracheal cannula is removed 
from the tracheotomy opening to the upper end of 
the trachea and the former is closed by a plastic with 
double flaps if it fails to close spontaneously. 

The book is a valuable record of the practice and 
methods of a surgeon of great experience, translated 
into English which though not idiomatic is clear 
and adequate, 


are classical 


Treatment in General Practice 

Vol. III. By various authors. London: H. K. 

Lewis and Co. 1939. Pp. 402. 10s. 6d. 

Tus book contains a further series of the articles 
on anesthesia and surgery that originally appeared 
in the British Medical Journal. The articles are all 
written by specialists for the benefit of general 
practitioners and it is open to question whether this 
is an entirely unmixed blessing. Thus, Dr. Helen 
Lukis in her article on the choice of anzsthetic in 
general practice seems in doubt whether the general 
practitioner, apart from gas and oxygen, is to be 
trusted with any method less primitive than the 
rag and bottle, advocating either a C,E,; mixture 
followed by ether, or pure chloroform as the bleak 
alternative in the presence of a naked flame. Safe 
anesthesia is surely as important to the general 
practitioner as to the specialist, wherefore it is 
difficult to understand her penchant for chloroform. 
Many practitioner-anzsthetists of experience prefer 
A,C,E, to C,E, or, better still, to substitute Evipan 
as the inducing agent. Some, again, will be surprised 
at Mr. Lionel Colledge’s preference for ethyl chloride 
and ether as the anesthetic of choice in the guillotine- 
enucleation of tonsils, for this method is often thought 
to be more conducive to hemorrhage than A,C,E, 
used alone, Dr. J. Blomfield’s suggestion that 
improvement after laparotomy for tuberculous peri- 
tonitis may be due to the anesthetic inhaled rather 
than to the operation itself warrants further in- 
vestigation. Mr. Norman Lake’s note on the 
care of instruments for minor surgery is useful and 
practical, while Prof. L. P. Garrod and Mr. Geoffrey 
L. Keynes intelligently debunk certain widely held but 
erroneous notions about the virtues of this or that 
antiseptic. In Mr. MeNeill Love’s-note on abrasions 
no brief is held for the simple and often very effective 
method of treatment by cleaning the abraded area, 
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applying a mild—and preferably painless—antiseptic, 
and leaving it exposed to the air so that a hard scab 
can quickly form. The volume includes articles on 
certain minor disorders of the eye, ear and nose and 
Mr. Hamilton Bailey’s article on saline transfusion 
is so good that he may be forgiven for misquoting 
his Coleridge. 


Les rhumatismes, maladies sociales 
By R.-J. WEISSENBACH, physician to the Hdépital 
Saint Louis, Paris, and technical adviser to the 
Ministére de la Santé Publique; and FRAN¢oIs 
FRANGON, physician to the Hospice Thermal Reine 
Hortense, Aix-les-Bains. Paris: G. Doin et Cie. 
1939. Pp. 206. Frs.55. 

THIS important work is an exhaustive study of the 
social problems presented by the rheumatic diseases 
which account for a large part of industrial invalidity, 
The subject is approached with the critical under- 
standing to be expected from authorities of such 
high international repute. The book may justly be 
regarded as the offspring of the ‘Ligue Inter- 
nationale contre le Rhumatisme,’ which was founded 
ten years ago, and under the energetic direction of 
Dr. J. van Breemen has already done much to 
promote the study of the subject. Every aspect is 
here discussed and special attention is given to such 
preventive measures as can be devised by studying 
the influence of climate, housing, occupation, and 
general hygiene on rheumatism. Half the volume is 
devoted to acute rheumatism (maladie de Bouillaud) 


Information has been obtained from many countries. 
Full credit is given to the work of British doctors, 
which is too often ignored abroad. The publications 
of the Ministry of Health are freely quoted and the 
contribution of the special hospitals in this country 
to the aftercare of rheumatic children is described, 
The second half of the book is devoted to the various 
forms of chronic rheumatism, articular and non- 
articular, and here again the authors show a know- 
ledge of the publications on the subject in all countries, 
having obviously taken much pains to sift their 
material, &tiology and prophylaxis are discussed in 
great detail, and the various aspects of treatment 
receive careful attention. Statistical and other 
records from the British Red Cross clinie in London 
and from institutions of similar character in France, 
Scandinavia, Russia, the United States, and other 
countries are compared, and the conclusion is reached 
that treatment by physical methods and spa treat- 
ment in general is of great value in the chronic 
forms of the disease. A special appendix deals with 
the subject from the point of view of insurance 
societies and shows how grave is the industrial 
problem it presents. The book will appeal to prac- 
titioners interested in rheumatism and to school 
medical officers, factory surgeons, and others concerned 
with state medicine. 





Yearbook of Obstetrics and Gynecology 

By JosePpH B. DE LEE, A.M., M.D., professor of 

obstetrics, University of Chicago medical school ; 

and J. P. GREENHILL, B.S., M.D., F.A.C.S., pro- 
fessor of obstetrics and gynecology, Loyola Univer- 
sity medical school. Chicago: The Year Book 

Publishers; London: H. K. Lewis and Co. 1938. 

Pp. 672. 108. 6d. 

Tuts synopsis of the more important publications 
that have appeared within the year under review is 
as good as its predecessors and will doubtless receive 
as enthusiastic a welcome. According to custom, the 
editors insert criticisms or opinions where they think 
these are called for, and it is noteworthy that they 
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always commend the preservation of the normal and 
condemn, at times with vigour, advice against con- 
servative measures. The subject matter is arranged 
in sections, and there are separate indices for subjects 
and authors, Once again we congratulate the editors 
of this yearbook on providing such an admirable 
collection of material for the convenience of those 
who practise obstetrics and gynecology. 





Physiology of Anesthesia 

By Henry K. BEeEcHER, A.B., A.M., M.D., 

instructor in anesthesia, Harvard Medical School : 

anesthetist-in-chief, Massachusetts General Hos- 
pital. London: Humphrey Milford, Oxford Uni- 
versity Press. 1938. Pp. 388. 17s. 6d. 

THE anesthetist’s duty involves the disturbance of 
normal mechanisms, In proportion as he deprives 
his patient of the power of codrdination he must 
assume responsibility for the control of bodily func- 
tion and by his skilful manipulations must strive to 
ensure that constancy of internal environment which 
the patient’s reactions are no longer competent to 
maintain, Much of his craft is still empirical, and 
he would certainly get help from an exposition of the 
alterations in physiological during anzs- 
This book contains a wealth of information 
on what could be more correctly termed the pharmaco- 
logy of anzwsthetics. The reader who wants to know 
what happens to the blood-pressure under ether or 
the blood-sugar under nitrous oxide will find his 
questions fully answered. He will also find clinical 
accounts of the stages of anzsthesia under different 


processes 
thesia, 
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drugs, and descriptions of the various theories on the 
action of anzsthetic agents which will mean little to 
him unless he has a sound knowledge of physical 
chemistry. What he will not find here, unfortunately, 
are pictures of the general physiological disturbances 
in patients at various stages of anesthesia: con- 
sequently no light is thrown on his responsibilities for 


combating such disturbances. In this sense the 
book fails to justify its title though it tells the 
anssthetist much that he needs to know. 
Anatomia del Neonato 
By FRANCESCO’ BELLELLI. Naples: G.U.F. 
** Mussolini ’”’ Sezione Editoriale. 1938. Pp. 229. 


L.30. 


Prof. Bellelli’s treatise on the anatomy of the new- 
born is designed as a companion and supplement to 
manuals of human adult anatomy, for the use of 
those familiar with the latter subject. The plan of 
the work is to describe not each organ and tissue in 
detail but the characteristics which are different in 
the infantile and the adult stages of development. 
Each system of the body is dealt with in turn. Much 
information that has been collected with diligence 
from diverse sources is set out here in compact form, 
and some is the outcome of the author's .own 
research. The value of many of the illustrations is 
reduced by the low standard of reproduction. There 
is no index; and the bibliography would be more 
useful if the references were arranged alphabetically 
rather than in the order of their appearance in the 
text. 


NEW INVENTIONS 


VAGINAL HOT-WATER APPLICATOR 


THE successful conservative treatment of pelvic 
inflammation depends in the majority of cases on the 
efficient use of the hot douche. For those who can 
afford it, or where the apparatus is available, short- 
wave diathermy, or the Elliott apparatus, is of 
course more satisfactory, but in the main the only 
method of applying heat to the pelvic organ is still 
the hot douche. This has many disadvantages, The 
object is to obtain a high intrapelvie temperature over 
a considerable length of time, and this means a large 
quantity of douche given in such a manner as 
gradually to increase the temperature and to distend 
the vaginal vault so that the heat may be in the 
closest contact with the inflamed organs. In practice 
it is found that there are few nurses who, without 
special instruction, give such a long hot douche 
efficiently, and the temperature of the fluid when it 
reaches the vagina is often only a few degrees above 
blood-heat. 

Che apparatus here shown was evolved to obviate 
some of the difficulties. It consists of a hollow 
vuleanite stem with an obturator at one end to 
occlude the vaginal entrance. An ordinary rubber 
finger-stall is placed on the stem and held in position 
by a stout rubber band, The external end of the 
stem is connected to a Higginson’s syringe by a short 
rubber tube. The stem is lubricated and inserted into 
the vagina, the obturator being pressed fairly firmly 
against the introitus. Water at 105° F. from a 
container is pumped in, thus distending the finger- 
stall within the vagina, the amount being gauged by 
the sensations of the patient, but usually three or 


four squeezes of the Higginson are enough. This is 
retained for three minutes—by which time the 


temperature of the injection has fallen to blood-heat 
—and then emptied through the side tap into a 
receiver. This procedure is repeated twice, and then 


enough hot water is added to the container to raise 
the temperature by 5° F. 


Two more injections are 





then given, and the temperature again raised by 5° F, 
In this manner the temperature can be raised to 125° 
or 130° F., and kept at that level for as long as may 
be desired, 

The advantages of this method are: (1) the small 
total quantity of water needed; (2) no bedpan is 
necessary, and the patient can be treated in comfort, 
either on the back or in the left lateral position; 
(3) the distended finger-stall is soft and elastic, and 
fills the vaginal vault as no douche can do; (4) the 
temperature can be easily and correctly regulated ; 
(5) all the apparatus is convenient to the hand, the 
vaginal part being self-retaining; (6) the patient 
can easily be taught to treat herself efficiently. 

The instrument has been made for me by Allen 
and Hanburys Ltd., 48, Wigmore Street, London, W.1. 


Keita Dorr, F.R.C.S., M.R.C.0.G, 
Gynecologist to the King George Hospital, Ilford. 
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EPILEPSY AND DRIVING LICENCES 


ENGLISH law is somewhat tolerant in its attitude 
towards the motor-driver with a history of epilepsy. 
The applicant for a driver’s licence has merely to 
declare that he does not suffer from epilepsy 
or from sudden attacks of giddiness or fainting, or 
from any defects of movement or control of 
muscular power, or from any disease or disability, 
mental or physical, that may cause him to be a 
danger. A person who has at one time had 
major epilepsy and been cured, or who is still 
under treatment with regular doses of sedatives 
that have kept him free from fits for some time, 
may truthfully declare that he does not suffer 
from epilepsy. His harmlessness as a driver may 
nevertheless be very doubtful. 

Sir ARTHUR HALL, who contributed to our issue 
of May 20 a remarkable study of the latter half 
of the life of an epileptic, observed that in the 
case he described a major fit followed fifteen years’ 
control by treatment. In such a person neglect 
to take the controlling drug, or indulgence in even 
a small quantity of alcohol, is likely to produce a 
major convulsion, and even the cleverest physician 
cannot say with absolute certainty that a given 
epileptic will never have another fit. Dr. 
Monrav-Kroun, the Norwegian expert, leans ? 
towards the refusal of a licence to every epileptic, 
but admits that there would be hard cases—e.g., 
that of the person who has had only one or two 
fits, or who has fits only at night, or who has been 
free for two or three years. As he points out, 
however, a danger of leniency is that many epileptics 
have no recollection of their fits and may believe 
that they have been free when actually they have 
not. A truthful history may depend on the 
candour of the patient’s relatives, and these are 
not always inclined to be candid. Moreover 
freedom for two or three years does not guarantee 
perpetual freedom ; it is only a hopeful indication 
that, if a strict regime of life is followed, no more 
fits will occur. MoNRAD-KROHN also recognises a 
risk that an epileptic patient may regard a driving 
licence as an official recognition of his cure, and 

nay abandon drugs and take to alcohol again. 
The departmental committee of which he was a 
member proposed to the Norwegian government 
that no epileptic should be allowed to be a profes- 
sional driver, and that driving licences should be 
issued to epileptics only on certain stringent con- 
ditions: these include freedom for at least three 
years ; a promise to continue taking the prescribed 
drugs and to abstain from alcohol; a recom- 
mendation given by a neurologist after physical 


1. Monrad-Krohn, G. H., Epilepsia, April, 1939, p. 192. 
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examination ; and regular medical control by an 
approved physician. This committee proposed that 
epileptic cyclists should come under the same 
restriction. For all these regulations a good case 
can be made out. An immediate obstacle to 
similar legislation in this country, however, is the 
absence of statistical evidence that a considerable 
number of accidents have in fact been caused by 
drivers being seized with an epileptic attack at the 
wheel. At least one serious disaster of this kind 
can readily be called to mind, but without com- 


prehensive evidence Parliament would not be 
likely to consent to further measures. 
MonraD-Kroun recognises that doctors are 


liable to find themselves in a dilemma when they 
discover in the course of a professional relationship 
that a patient is an epileptic and has obtained a 
driving licence under false pretences. In these 
circumstances, he thinks, they should be required 
by law to report the offence to the police. While 
the doctor cannot be expected, and should not 
consent, to act as detective, he may well feel 
himself obliged to give his patient the choice of 
surrendering his licence and giving up driving, or 
being reported to the police. There are a few 
situations in which duty to the community 
overrides duty to the patient, and this is probably 
one of them. 


THE ORIGIN OF FIBROIDS 


On another page Prof. Lirpscuttz and Dr. 
VarGas, of Santiago in Chili, summarise the results 
of experiments that give new and valuable informa- 
tion about the etiology of fibromyoma of the 
uterus. It will be seen that in guineapigs they 
have been able to produce uterine and extra- 
uterine fibromyomas by the application of 
cestrogens, both natural and synthetic. The 
resulting tumours do not possess the property of 
autonomous growth characteristic of true neo- 
plasms ; they require the presence of the growth- 
exciting cestrogen not only for their appearance 
but also for their continued existence, and they 
regress when the application of this hormone is 
stopped. In this respect they differ fundamentally 
from true neoplasms, whether benign or malignant, 
in which growth becomes independent of the 
chemical agent that excites it. These experimental 
fibromyomata are therefore not true neoplasms, 
but rather hyperplasias st circumscribed and 
localised that the hyperplastic tissue appears as a 
tumour. Hence LipscHttz and Vareas use the 
term ‘‘ tumorigenesis ”’ instead of “ carcinogenesis ”’ 
to describe this phenomenon. Their experiments 
demonstrate in a striking manner that the con- 
dition of neoplasia, and especially malignant 
neoplasia, implies something more than mere 
growth ; it means that the growth is autonomous. 

The fibromyomata induced in guineapigs are 
clearly the result of an endocrine imbalance, in 
which cestrogenic hormone is present in excess. 
This raises again the question whether the uterine 
fibroids found in women may not be due to an 
endocrine disturbance leading to a similar imbalance 
—a suggestion already supported by the fact that 
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such tumours rarely appear before puberty or after 
the menopause and ordinarily become stationary 
or regress after the menopause or after odphorec- 
tomy. It cannot yet be taken for granted that 
this hypothesis is correct ; but if its truth is 
assumed the rational treatment, especially in the 
early stages of the disease, would be to restore 
the normal endocrine balance by administration of 
hormones that act as physiological antagonists to 
the for example, progesterone or the 
thyrotropic hormone of the anterior pituitary. 
The new experiments also make one think again 
about the possible dangers of using cestrogens 
therapeutically. Although these preparations have 
now been employed in practice for several years 
no Case 


cestrogens 


has as yet been reported, so far as we 
know, in which their administration has been 
followed by the appearance of uterine fibroids. 
Nor has this happening been noted in any of the 
numerous experiments in which cestrogens have 
been applied over long periods to other species of 
animals such as the mouse and the rat. Possibly 
therefore the uterus of the guineapig is particularty 
sensitive to the action of cestrogens. It is well 
established that the tissues and organs of different 
very differently to the 
same chemical tumorigenic or carcinogenic agent. 
The fact that cestrogens are carcinogenic for the 
mamma of the mouse but much less carcinogenic 
for the the rat has discussed 
recently in columns.' Similarly dibenz- 
anthracene and tar are strongly carcinogenic for 
the skin of the mouse and of the rabbit, but hardly 
at all carcinogenic for the skin of the two closely 
Never- 
theless, in view of LipscHtTz and Varaas’s experi- 
ments it will now be necessary to bear in mind 
the possible development of these tumours in 
women treated with cestrogens over long periods 
and to stop the treatment if they appear. If 
cestrogens are the cause the tumours may then be 
expected to regress. 


species of animals react 


mamma of been 


these 


related species, the rat and the guineapig. 


RADIOGRAPHY FOR ALL 


On March 18 we drew attention to experiments 
in mass radiography in Germany, where all military 
recruits and in certain districts whole populations 
are having X-ray examinations of their chests. 
The time expense involved in chest radio- 
graphy have hitherto been an insuperable obstacle 
to large-scale examinations, but both these diffi- 
culties have been overcome by using a fluoroscopic 
screen and taking miniature photographs of the 
screen image. The idea is neither new nor German, 
and indeed was considered in this country and 
America within a few months of RONTGEN’s 
discovery. The fundamental principles are simple 
and are described in our present issue by Dr. 
DorMER and Mr. CoLLENDER, who have devised 
apparatus that they find satisfactory. A more 
comprehensive survey has lately been made by 
JANKER,’ who is largely responsible for the remark- 


and 


1. Lancet, March 11, 1939, p. 581. 
2. Janker, R., Leuchtschirmphotographie Réntgenreihenunter- 
suchung. Leipzig: Johann Barth. 1938. Pp. 57. R.M.9.60 
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able progress made in Germany, and the methods 
employed by these workers differ only in trivial 
details. 

The essentials are a camera with a wide-aperture 
lens, a bright fine-grain fluoroscopic screen, and a 
fast fine-grain film. The fluoroscopic screen can be 
energised by any reasonably modern radiographic 
equipment. DorRMER and COLLENDER use a single 
rotating anode tube, and as there is clearly a limit 
to the number of exposures in rapid succession 
that can be made by one X-ray tube without 
overheating, they recommend the immersion of 
the tube in circulating oil. JANKER gets over this 
difficulty by mounting two tubes on the same 
pillar ; as soon as one gets hot it is swung out of 
the way and the second comes into action. This 
method is simpler, and in the long run probably 
cheaper. 

There is no longer any doubt as to the relative 
value in routine medical examination of chest 
radiography and a quick examination with the 
stethoscope, and the rapidity and cheapness of 
the new radiographic technique make it ideal for 
the examination of large groups of school-children 
and factory and office workers. Miniature radio- 
grams are more reliable than routine screen- 
examinations, which leave no record and rely too 
much on the personal factor. They are also more 
accurate than full-size paper radiograms, for less 
detail is lost by reduction than by the coarse 
grain of paper. The method clearly has great 
possibilities in the ascertainment of tubercu- 
losis, and from this point of view alone there 
seems every reason for adopting it as a routine in 
the examination of recruits for the militia. The 
medical boards, which began work in many dis- 
tricts on June 8, will have authority to obtain a 
specialist opinion in any case where there is a 
suspicion of tuberculosis, and a radiogram of each 
recruit would much simplify the task of deciding 
on when this should be done. Routine radiography 
cannot now be applied to the first batch of recruits 
but the necessary apparatus and personnel could 
soon be made available. Perhaps before long a 
miniature radiogram will be part of every recruit’s 
health dossier ; its value, both in the diagnosis or 
elimination of present abnormalities and _ the 
elucidation of future developments, would be 
great. 


PRIMARY PERITONITIS IN CHILDREN 

PRIMARY peritonitis, whether streptococcal or 
pneumococcal, has always presented great diffi- 
culties both in diagnosis and treatment. The 
streptococcal form, which Banks! has lately 
described as “‘a rare and very fatal condition,”’ 
tends to affect quite young children, and the 
patient may be moribund within twenty-four hours 
of the onset. The source of infection has been 
much debated, but the peritonitis is probably 
most often the result of septicemia. In newborn 
babies the umbilicus suggests itself as a likely 
portal of entry for organisms, and in a recent out- 
break in a maternity hospital described by Craw- 


1. Banks, H. 8., Lancet, April 29, 1939, p. 983. 
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FORD and STENT,” in which 4 infants were taken 
ill and all died, this was assumed to be the mode 
of infection. The streptococcus responsible was of 
type 28, and the same strain was found in the 
throat and nose of a nurse who had begun duty in 
the maternity ward two days before the first child 
died. A preceding infection of the upper respiratory 
tract has been a feature of some of the cases on 
record, while in a series described by NEWELL 2 
of Tennessee 8 fatal cases were associated with 
erysipelas. 

The reported greater incidence of pneumococcal 
peritonitis in little girls than in little boys led 
McCartNEY and FRASER?‘ to suggest that the 
infection enters through the genital tract. This 
view is supported by Wrtiiams® and by the 
earlier work of CANDOLIN,® but in 36 cases treated 
during the last twenty-five years in Harriet 
Lane Home for Children at Johns Hopkins 
Hospital NEWELL found a slight preponderance of 
males. His series contains an important group, 
consisting of 11 males and 5 females, in which 
nephrosis is said to have been the predisposing 
cause. In such cases pneumococcal peritonitis 
seems to be a recurring illness and the children 
may eventually die either from the nephrosis or 
from the peritonitis. The immediate mortality 
from the peritonitis is very high—NEWELL gives 
it as nearly 70 per cent. compared with 50 per 
cent. in the cases not associated with nephrosis. 
He found, however, that on the whole pneumococcal 
peritonitis was not as deadly as streptococcal peri- 
tonitis, for of 25 streptococcal cases in the same 
twenty-five-year period 23 died, whereas of the 
36 pneumococcal cases 22 died. Streptococcal 
peritonitis arose at a considerably earlier age, 
18 of the 25 cases being in the first six months of 
life, whereas the pneumococcal group was evenly 
distributed between the first and tenth years. 
Abdominal pain seems to have been much more 
severe in the pneumococcal infections. Other 
important symptoms were loss of appetite with 
nausea and persistent vomiting ; fever and diarrhoea 
were also common. In the babies with strepto- 
coceal infection the principal symptoms, in order 
of frequency, were vomiting, diarrhoea and abdo- 
minal pain, the clinical picture being that of an 
acutely ill child, often moribund, with a distended 
abdomen. Local tenderness and muscle-guarding 
and rigidity are often surprisingly slight in primary 
peritonitis. 

As to whether anything is gained by abdominal 
section in cases of primary peritonitis, NEWELL 
thinks that early laparotomy with drainage is of 
definite value in selected cases if the organism is 
a pneumococcus but useless if it is a streptococcus. 
He of course recommends late drainage of localised 
collections of pus in the peritoneum, if the child 
survives to localise the infection ; and laparotomy 
is often done perforce to establish the diagnosis, 
for it may well be unsafe to discard completely 


2. Crawford, G. J., and Stent, L., J. Obstet. Gynec. April, 1939, 
p. 309. 

3. Newell, E. T., Surg. Obstet. Gynec. April, 1939, p. 760. 

4. McCartney, J. E., and Fraser, J., Brit. J. Surg. 1922, 9, 479. 

5. Williams, 8., Med. J. Aust. April 1, 1939, p. 506. 
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the possibility of an abdominal focus such as 
appendicitis as a cause for the peritonitis. Thus 
surgery cannot offer very much, and it is fortunate 
that alternative medical methods are now available. 
NEWELL has obtained a cure in 2 cases of pneumo- 
coccal peritonitis by giving massive doses of anti- 
pneumococcal rabbit serum, while both NEWELL 
and BANKS report single successes with chemo- 
therapy in extremely ill children suffering from 
streptococcal peritonitis. Im BANks’s case the best 
result followed injections of the soluble sodium 
salt of M. & B. 693; sulphanilamide had been 
previously tried and was badly tolerated. NEWELL’s 
child received two intraperitoneal injections of 
sulphanilamide (30 c.cm. of a 1 per cent. solution) 
on consecutive days and subcutaneous injections 
of a | per cent. solution twice daily for five con- 
secutive days, the average subcutaneous dose being 
0-4 g. So far as youthfulness goes, this child, 
who was only two months old, is said to hold the 
American record for recovery from a primary 
streptococcal peritonitis. 
THE CONSUMPTION OF SUGAR 

IN its report on the physiological bases of nutritio: 
the Technical Commission of the Health Committee 
of the League of Nations “regarded with concern 
the increasing habit in certain countries of large 
sugar consumption.’ The indiscriminate use of 
such a source of energy without other nutritive value 
tended, in its view, to lessen the amount ot 
** protective ’’ foods in the diet The seale of the 
change as regards sugar, whether for good or ill, 
has certainly been enormous in many countries of 
Western civilisation. Until the eighteenth century 
cane sugar was a costly luxury in Europe, and in 
1700 only 10,000 tons were used in Great Britain. 
With the increasing consumption of tea and coffee 
imports then increased dramatically, the figure for 
Great Britain being 150,000 tons in 1800 and nearly 
1,100,000 tons in 1885. According to. statistics 
compiled from official sources by Prof, Ichok? ot 
Paris, the consumption of sugar in France has 
increased nearly tenfold in the space of a century. 
A hundred years ago the average was only 2-3 kg. 
per person per annum ; today it is 22-23 kg. On the 
English seale the average was about 15-245 oz. per 
head per week in the decade 1830-40; in the third 
quarter of the nineteenth century it had become 
4-5 oz.; at the turn of the century it had further 
risen to 9-10 oz.; and in the last few years it has 
reached nearly 1 lb, per person per week, at which 
level it has remained fairly stable. Ichok clearly 
does not regard this amount as excessive and would, 
indeed, like to see it increased, It is still consider- 
ably below the figures given for the United Kingdom 
in the tirst report of the Ministry of Health’s Advisory 
Committee on Nutrition—namely, 1} lb. per head 
per week in the five years immediately before the late 
war, rising to 1? Ib. in 1934-35. 


1. Ichok, G., Paris Méd. May 20, 1939, p. 1 


POSTGRADUATE COURSES IN GERMANY. — Inter- 
national postgraduate courses in the various specialties 
will be held in Berlin, Vienna, Hamburg, Cologne, 
Munich, and other medical centres during the summer. 
Further particulars may be had from the bureau of the 
Berliner Akademie fiir arztliche Fortbildung, Robert 
Koch Platz 7, Berlin, N.W.7. 
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ANNOTATIONS 


SUCCESS AND FAILURE 


DURING last year 746 medical families were helped 


by the Royal Medical Benevolent Fund, This fund, 
it will be remembered, gathers money inside the 
medical profession for the relief of its distressed 
members, and their wives, widows and children. 


During the year there were 127 new applications for 
such help, and it is hardly likely that this covers the 
whole of the need, for pride often forbids the necessary 
approach through a subscriber and some may dread 
inquiry by a case committee. Against this we must 
remember that the incidence of serious need is rela- 
tively low among members of the medical profession ; 


there were at the end of last year 61,420 names on 


the Medical Register, and a medical education is so 
satisfactory an insurance that the proportion who 
are in financial distress when their professional 


activity is over is put at only 1-2 per cent. Ina 
sense therefore the report issued by the fund to its 
subscribers is a record of rather than of 
failure, and it contains 183 closely printed pages of 
the medical men and women who 
found themselves able to contribute, most of them 
year by year, to the relief of their successful 
colleagues. In these days of providence and insurance 
it should be noted that the subscriber to this fund 
gains no personal advantage whatever, for assistance 
without regard to previous subscriptions, 
On the other hand, it is so much more blessed to 
give than to receive that one wonders whether many 
of the fund’s supporters, if they gave further thought 
to the matter, might not wish to increase their 
blessedness. There are several thousand names on 
the list, and it should be scanned with particular 
care by those whose names are not there—although 
the absence of a name does not mean that no contri- 
bution is made to the fund, for the alphabetical list 
only accounts for some £9000 of the total £13,000 
that from medical societies, associations, 
masonic lodges and other benevolent groups. The 
secretariat is right in publishing where possible the 
names of those who give and not those who receive— 
those of us who are on the crest, not in the trough, 
of the wave. But Sir D’Arcy Power in a leaflet adds 
six examples of misfortune which are more than 
sufficient to move any but the stoniest hearts. In 
spite of the arduous life lived by many of the sub- 
scribers they mostly have a margin of time in which 
to enjoy the comforts of life. The grants made by 
the fund cannot provide comfort, but only relief and 
maintenance, Fortunately, however, 
often a by-product of kindness, 
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ANAEMIA IN JUVENILE RHEUMATISM 


Hayem’s observations last century on anzemia in 
acute rheumatic fever have overshadowed in 
recent times by observations on the sedimentation of 
the red blood-cells. Gezelius ! writes of the significance 
of the anzwmia not only in itself but in conjunction 
with the sedimentation-rate. He has studied the 
blood changes in 31 cases of acute rheumatism 
between the ages of seven and fifteen in the children’s 
hospital in Gothenburg, and reports that when 
anzsmia was present its degree bore a direct relation 
to the alteration in the sedimentation-rate. The 
higher the sedimentation-rate the greater the anzemia. 
The anemia disappeared when the sedimentation-rate 
fell to normal, both changes showing that healing was 


been 


1. Gegzelius, G., Acta peediatr., Stockh. 1939, 23, 361. 


in progress and nearing completion When attempts 
were made to hurry the cure of the anzmia by the 
administration of iron no improvement could be 
obtained unless the general condition was also 
improving; in other words, if anwmia diminished 
after iron the sedimentation-rate was found to have 
fallen also, suggesting that it was a lessening of 
rheumatic activity, rather than the administration 
of iron, that had led to cure of the anwmia. Inci- 
dentally this observation is held to support the view 
that the anzmia of rheumatic fever is erythronoclastic 
or hemolytic in type, which agrees with the finding 
of a high reticulocyte-count at the height of the 
anzmia and the presence of urobilin and urobilinogen. 
3ut the most important information provided by 
Gezelius’s study concerns the effect of intercurrent 
infections upon the sedimentation-rate, Acute infee- 
tions of the upper respiratory tract, enteritis and 
pyelitis are given as examples of disorders in which 
the sedimentation-rate was increased without any 
corresponding change in the red-cell count. More- 
over tonsillectomy may be followed by a rise in the 
sedimentation-rate which may cause alarm as possibly 
presaging a relapse of rheumatic infection ; but if it 
is not associated with an increase in the angwmia this 
risé is not as serious as it seems, Gezelius thus gives 
reason for thinking that simultaneous estimation of 
the sedimentation-rate and the number of red cells 
is of greater value than either observation made alone, 


THE PELVIS IN PREGNANCY 


In a short paper! Dr. Car] Hartman has at last 
published his findings on the loosening of the pelvic 
ligaments in rhesus and bonnet monkeys. The data 
given are meagre, but definite. Apparently the only 
joint studied has been the symphysis pubis, and the 
only change noted has been cedema, The method of 
testing is to place the animal on its belly and splay 
outwards the ischial tuberosities. The degree of 
movement can be measured, It seems likely that 
the sacro-iliac joints are also involved, thus mobilising 
the pelvis as a whole. In terms of the physiological 
result, which must be to facilitate parturition, this 
brings monkeys in line with some lower animals, and, 
according to authorities cited by Hartman, with man. 
In terms of the physiological process involved, how- 
ever, the change is less easy to describe, for it seems 
to differ in different animals. In the mouse and 
guineapig actual absorption of the pubic bones takes 
place at a rapid rate, connective tissue (which in the 
mouse may be a ligament 3 mm, in length) taking the 
place of the joint. Hartman states that the relaxa- 
tion in monkeys persists after death of the foetus, and 
this is consistent with the uninterrupted absorption 
Newton and Lits? found in mice after the foetuses 


had been removed. The simulation of continued 
pregnancy may be attributed to the surviving 
placenta, Hartman also says that relaxation occurs 


as usual after odphorectomy, but Newton and Lits 
found that this operation in mice arrested pubic 
absorption and that abortion was very difficult to 
avoid.- This may mean that whereas in some lower 
animals the placenta merely controls the ovary, in 
primates it takes over ovarian function completely. 
On the other hand it is possible that the relaxation in 
primates, accompanied by little structural trans- 
formation, is physiologically different from the 
1. Hartman, C. G., and Straus, W. L., 


jun., Amer. J. Obstet. 


Gynec. March, 1939, p. 498 
2. Newton, W. H., and Lits, F. J., Anat. Rec. 1938, 72, 333. 
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profound changes noted in mice and guineapigs. 
When Hisaw and his colleagues? first put forward 
their claims for a special luteal hormone ‘ relaxin ” 
they stressed the occurrence of relaxation as distinet 
from absorption in the pelvic joints. The subject is 
complicated, and made more interesting, by the fact 
that cstrogen will in time cause absorption of the 
symphysis pubis of the non-pregnant mouse * and 
guineapig and may therefore be partly responsible 
for the process in pregnancy, though in this condition 
the change is much more rapid. The work of 
Willard Allen, Robson and others > on maintenance 
of the corpus luteum by cestrogen suggests yet 
another route through which cstrogen might act. 
It is not yet clear whether the paradoxical deposition 
of bone in the long bones which accompanies experi- 
mental ‘ cestrogenic”’ pelvic absorption also takes 
place in pregnancy. 


AUGUST BIER AS A PIONEER 


THE inclusion of the bust of August Bier among the 
pioneers of surgery whose work has entitled them to 
a place in the lecture room of the University Surgical 
Hospital in Berlin was made the occasion of an address 
by Prof. Paul Rostock. He reminded his audience 
of a day, exactly seven years earlier, when Bier 
delivered his valedictory address in the same room. 
Tracing the most notable features of Bier’s career, 
the speaker dwelt at some length on the part he played 
in exploiting hyperemia of different structures as a 
therapeutic measure. Bier’s passive congestion, of 
which so much was heard at the end of last century, 
had, in the speaker’s opinion, become a well-established 
principle familiar to the layman as well as to the 
doctor. In his treatment of surgical tuberculosis, 
of the bones and joints in particular, Bier emphasised 
the importance of the general health and consistently 
opposed the tendency common some decades ago 
to restrict attention to the local manifestations of 
tuberculosis, By the success with which he treated 
tuberculosis on conservative lines in the lowlands 
he did much to dispel the dogma that an Alpine 
climate possessed therapeutic properties denied to 
localities below a certain altitude, Towards the end 
of the ‘nineties he became engrossed in the problems 
of anesthesia for operations, and he diligently sought 
some ideal anwsthetic acting through the vascular 
system. His vein-anzsthesia did not, however, 
prove successful, whereas his lumbar anesthesia 
has proved an important -advance in this field. It 
was characteristic of Bier that, in working out the 
technique of this procedure, he experimented first 
on himself, In coéperation with Hugo Schulz, 
the pharmacologist, Bier had the courage to flirt 
with the principles of homeopathy, having satisfied 
himself that dosage may be the determining factor 
in exciting or allaying various morbid manifestations. 
He was one of the earliest patrons of modern blood- 
transfusion, and he experimented with the injection 
of blood derived from creatures other than man. 
Studying the problems of the regeneration of tissues, 
he found himself more and more interested in the 
glands of internal secretion and the possibilities of 
their scientific exploitation. In his later years he 
did much to promote physical exercises for both the 
sick and well, and he was the first rector of a high 
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school devoted to this end. In spite of all these 
engrossing practical interests, Bier found time to 
hark back constantly to a study of the greatest of his 
teachers—Hippocrates. 


INCLUSION BODIES DUE TO BURNS 


(LTHOUGH one thinks of inclusion bodies as chiefly 
related to virus diseases, they may be found in 
conditions in which there is no reason to assume 
the presence of a virus. An example of this is 
described by Belt,! who in 1932 assisted the late 
Prof. Oscar Klotz in investigating the histology of 
the liver in yellow fever, At that time they observed 
certain cytological changes which they regarded as 
distinctive of yellow fever, and it was not until two 
years after the publication of their paper that they 
encountered a case of fatal burns in which the liver 
changes were almost identical with what they had 
found in yellow fever. Belt has now collected three 
other cases of fatal burning showing the same 
appearances, The post-mortem findings were similar 
in all four cases. The livers were enlarged and pale 
yellow, with an extensive mid-zonal necrosis, Histo- 
logically there were cytoplasmic inclusions of the 


‘Councilman body type, together with many 
nuclear inclusions of the type described as class A 
by Cowdry. It has been debated whether or not 


inclusion bodies represent virus products, and Belt 
remarks that Klotz held the view that the nuclear 
inclusions were more like a chromatin degeneration, 
Their discovery as a concomitant of burns seems to 
support this idea, 


HEALTH OF ICELAND 


A 186-page report on public health in Iceland is 
published in Icelandic, but a concession is made to 
readers unfamiliar with this language in an English 
summary running to five pages. Of the total popula- 
tion of 116,880 at the end of 1936, 35,300 lived in 
Reykjavik. It is a serious study of epidemiological 
problems in a community which, as we have had 
occasion before to point out, is self-contained to 
an unusual degree, With approximately one-third 
of its population concentrated in a single town, 
Iceland has been faced with public-health problems 
at once urban and rural, In 1935 epidemic diseases 
were rife and were largely responsible for the unusually 
high death-rate of 12-2 per 1000: in 1936 the death- 
rate was down to 10-8. Apart from measles, which 
ran through the whole country in 1936, the only 
infectious disease attracting special attention that 
year was enteric fever in an island with about 100 
inhabitants, The disease having become endemic, 
a bacteriological investigation was carried out, and 
in due course a carrier ws discovered and the 
necessary steps were taken for the prevention of 
further infection. The notification of venereal 
diseases revealed 632 cases of gonorrhea (as compared 
with 372 in 1932) but only 16 cases of syphilis and 
1 of soft sore. While in 1927 the deaths from all 
forms of tuberculosis numbered 206, the correspond. 
ing figure for 1936 was only 157. In spite of this 
decline, tuberculosis came numerically second in the 
list of causes of death, ‘‘ old age’ alone providing a 
greater number of deaths (196). Third in the list 
came malignant growths with 149 deaths, Diseases 
of the heart, pneumonia, apoplexy, accidents, measles, 
premature birth and debility of newborn, and 
nephritis were of numerical importance in the order 
given. Leprosy and hydatid disease—familiar 


1. Belt, T. J., J. Path. Bact. May, 1939, p. 493 





scourges in Iceland—continued to decline, only 
25 lepers being still alive in the country, and the 
number of cases of hydatid disease fell from 46 in 
1927 to 11 in 1936. During this year 32 abortions 
were induced under the terms of the Birth Control 
Act which came into operation in 1935. Breast- 
feeding was so universal that only 1-2 per cent. of the 
Reykjavik babies were exclusively bottle-fed. The 
proportion of bottle-fed to breast-fed babies was, 
however, somewhat higher in the country as a whole. 
Che total number of doctors in Iceland in 1936 was 
140, while 205 midwives were in active service. 
Dentists are rare, and trained nurses do little work 
outside the hospitals, of which there were 43 with 
1140 beds, or 9-8 beds per 1000 inhabitants. Of these 
hospitals, 35 were general, with 641 beds. The 
tuberculosis sanatoriums contained 284 beds. 


YOUR CHEST SHOULD BE FLAT 


Forty years ago Dr. Woods Hutchinson, in his 

Studies in Human and Comparative Pathology,” 
corrected the common misapprehension that the 
tuberculous chest was as flat as it looked. He found 
by measurement that it was, in actual fact, rounder 
than the healthy chest, so round indeed that the 
scapule, aided by the accompanying poor muscle 
tone, had difficulty in resting on the back of the 
thorax and tended to slip forward, giving the typical 
but misleading effect of a flat chest. He found, 
moreover, in comparing structural development at 
different ages, that the thorax is normally round at 
birth, and alters gradually to the broader, flatter 
chest of the healthy adult. The thorax of animals, in 
order to allow closer approximation and free move- 
ment of the forelegs, is deep and rounded—in the dog, 
for example, the ratio of depth to width is 3:2 
and the chest of the four-months human embryo 
is much the same shape. Structurally, therefore, the 
tuberculous chest seems to be one of arrested develop- 
ment. Dr. Weisman! now takes up the matter 
from this point. From measurements of 20,000 
school-children, and vital-capacity tests of 500, he 
contirms that as the child gets older the thorax 
becomes progressively broader and flatter, with a 
decrease of thoracic index relative to growth, height 
und weight, and an accompanying increase of vital 
capacity. He then gives his own figures, as well as 
those of other investigators, for measurements of 
tuberculous chests, and shows that these are deeper 
ind underdeveloped, having a higher thoracic index 
ind a lower vital capacity. The measurements of 
the chests of 40 patients who were non-tuberculous 
but suffered from chest complaints such as bronchitis 
and asthma fall between the tuberculous and normal. 
Differences of race and nationality do not affect the 
general findings, but where environment is such that 
growth becomes stunted or weakly the round and 
immature thorax is far more common than where 
living conditions are good. The social implications of 
these facts are clear, Weisman’s aim is to attract 
attention to a logical and fundamental prophylaxis of 
tuberculosis by ensuring nutrition and social condi- 
tions for children compatible with normal healthy 
crowth When development in childhood is poor it 
should be hastened, he says, not only by improved 
general conditions but by specific exercises, The 
forms of activity that, through evolution, have 
gradually changed the shape of the thorax from the 
quadruped to the apes, and finally to the upright 
structure, are climbing and wide free arm move- 
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ments, Similar exercises—ball-games, climbing, and 
apparatus work—Weisman maintains will ensure 
correct development, and he has advocated, with 
benefit, a change-over to this type of activity in any 
schools where standing rhythmic exercises have 
altogether superseded apparatus work. His book 
may do much towards preparing the soil for health, 
and may also rouse the social conscience to an appre- 
ciation of increased resistance in preference to the 
sanatorium cure. His title, however, is provocative 
rather than accurate: the better slogan would be 
** Your chest should be broad.”’ 


FEES FOR MEDICAL REPORTS 


THE medical practitioner must often have heard 
the wise advice that before he gives a report to 
solicitors, he should require a guarantee that an 
adequate fee will be paid him. Once the report has 
been given, the vantage ground for negotiating for 
fees is lost. The practitioner should either obtain 
the fee before giving the report or else should get a 
written undertaking from the solicitors that they will 
be responsible for the fee. Even when this is done, 
the practitioner may not be at the end of his difficulties. 
In a recent case solicitors who had made themselves 
responsible for the fee attempted to repudiate their 
liability on the ground that the report was of no use 
tothem. The practitioner consulted the London and 
Counties Medical Protection Society of which he was 
a member, Proceedings were taken against the 
solicitors in the county court and judgment was given 
in the practitioner's favour for his fee and the costs 
of the claim, 

The facts of the case were simple, The solicitors 
were apparently engaged in litigation on behalf of a 
patient with a history of mental instability against 
whom some allegation of insanity had been made. 
They asked the doctor to report upon the patient 
and to deal in particular with his previous medical 
history and that of his family. There was no 
difficulty over professional secrecy. The patient 
gave his written consent to the report being made ; 
indeed he himself had suggested to the solicitors that 
they should apply to the doctor for the information. 
The doctor, as it happened, had not seen the patient 
for six years. This fact was well known to the patient; 
it did not vitiate the value of the doctor's knowledge 
of the medical history of the patient and his family. 
It gave the solicitors, however, an excuse for declining 
to pay the doctor's fee. If they had known, they 
said, that the doctor had not seen the patient for 
six years, they would never have asked him for a 
report. As already mentioned, the county court 
judge decided that the fee must be paid. If a 
potential witness were to be rewarded according to 
the hopes or disappointments engendered by his 
prospective evidence, an uncomfortably speculative 
element would be introduced into the relations 
between medicine and the law. A simpler principle 
was involved—namely, that professional men should 
keep their word. To give them their due, they 
generally do, 


GROWTH HORMONES IN INSECTS 


It has long been known that growth in vertebrate 
animals is largely controlled by hormones circulating 
in the blood, Only of late years has it been discovered 
that growth in insects is similarly regulated, Cater- 
pillars that have finished feeding will not turn into 
pup if their brain is removed, but they will do so 
if the brain is reimplanted in the abdomen, Apparently 
the brain secretes a growth-promoting hormone, 
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The maggots of blow-flies will not pupate if a small 
gland close to the brain is excised; and a certain 
strain of drosophila suffers from a hereditary defect 
in this gland so that the larve# grow very large but 
never become pupx#. They can be induced to pupate 
if glands from normal larv# are implanted in them, 
Recently active extracts of some of these hormones 
have been prepared and it has been found that 
extracts from full-grown caterpillars will cause fly 
maggots to pupate. More striking perhaps are the 
effects of a little gland, the so-called corpus allatum, 
lying close to the brain, in controlling the meta- 
morphosis of insects. If this gland is transplanted 
from young blood-sucking bugs (rhodnius) into older 
individuals that are about to undergo metamorphosis 
to the adult form, they will continue to grow and yet 
retain their juvenile characteristics. If the 
sponding gland is removed from young silkworms 
they will turn into tiny pupxw. When it is taken out 
from voung stick-insects they will begin laying little 
eggs before they are full-grown and these develop 
parthenogenetically to give rise to little larve not 
more than half the normal size. Quite lately it has 
been found that the process of metamorphosis may 
be reversed. Adult bugs that have undergone meta- 
morphosis may be caused to grow again and their 
skin may resume some of the characters of the earlier 
{nd portions of pupz implanted into cater- 
pillars develop once more a caterpillar skin. So far 
only the gross results of the actions of these hormones 
have been studied!; but it is to be hoped that before 
long, since insects have a simpler organisation than 
vertebrates, it may be possible by studying them to 
obtain a deeper insight into the mode of action of 
growth-regulating hormones in general. 
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FOG AND FILTHY AIR 


BRITAIN is steadily becoming less foggy, according 
to the annual report on atmospheric pollution issued 
by the Department of Scientific and Industrial 
Research.? If this improvement continues it may 
well have an appreciable effect on health, for, though 
clean fogs are probably no more than a source of 
serious inconvenience, dirty fogs, especially when they 
are combined with intense cold, are a menace because 
of the respiratory irritants they contain, and may 
even be disastrous, as was the fog in the Meuse valley 
in 1930. 

Clean fogs are made up of water droplets formed by 


the condensation of water vapour from approxi- 
mately saturated air on hygroscopic particles 
so-called Aitken nuclei, These nuclei may be com- 


posed of sea-salt, or, as J. H. and H. L. 
Wright have shown, in towns, of nitrous or sulphuric 
acid. The white fogs of early morning, which are 


common inland after cloudless and calm nights, are 


Coste 


due to cooling of the earth by radiation, and are 
usually soon dispersed by the warmth of the sun, 


The more persistent fogs, such as delayed the Empress 
of Australia in the North Atlantic, are caused by the 
cooling of moist air from the south by air or water 
from the polar regions. Water fogs of this kind 
relatively large droplets, through which 
the sun, if it is visible at all, looks white. 

The fogs 


cousist ot 


characteristic of large towns are of a 
1. Bounhio!, Bull. biol. 1938, suppl. 24; 
schaften, 1939, 27, 301; Plagge, E 
Wiss. May 1, 1939, p. 175; 
uissenschaften, 1939, 27, 301 
2. Department of Scientific and Industrial Research 
Investigation of Atmospheric Pollution, 24th 
London: H.M. Stationery Office Pp. 117. 2s 
1931, 1, 302 


Piepho, Naturwiasen- 
, Forsch. Fortschr. dtsch 
Wigglesworth, V. B., Natur- 


The 
teport 


3. See Lancet, 
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different character, though they are often associated 
with water Under normal conditions the 
temperature of the air falls about 1° F. for each 
300 ft. of height. This “lapse rate” is interfered 
with by water fogs, which produce a temperature 
inversion, so that the upper surface of the fog may be 
some degrees warmer than the lower part The 
waste gases and from chimneys then rise 
through the cooler air, losing heat as they do so 
until they reach the ceiling of warm air, where they 
spread out into a sooty pall. If conditions are 
favourable the pall gradually thickens downwards 
by the outpouring of more smoke until the fog 
extends from the ceiling to the ground, The soot. 
particles are small and seatter the light of short 
wave-length, so the sun looks red or yellow through 
these town fogs and their colour is brown or black 
A temperature 


fogs 


soot 


inversion unaccompanied by wate! 
fog may lead to darkness overhead with fair visibility 
below, a state of affairs that seems to be becoming 
commoner in London and may depend in some way 
on the replacement of cold fields by 
suburbs. 


green wart 

Many more or less unpractical schemes have been 
devised for dissipating fogs in aerodromes, shunting 
yards, and even in London streets, but Prof. David 
Brunt * thinks that only two methods are worthy of 
serious consideration. The first is the chemical one 
of spraying the air with such hygroscopic substances 
as a saturated solution of caleium chloride The 
second consists of warming the air by gas or paraffin 
burners. Of these Prof. Brunt favours the second, 
and although the fuel required to clear an aerodrome 
would be considerable, he think its 
would be prohibitive. 


does not cost 


INOCULATION AGAINST WHOOPING-COUGH 


ALTHOUGH attention has been focused sharply o1 
pertussis in the last few years, the disease still exacts 
a huge toll of infant life and is still responsible for 
much invalidity from respiratory and other sequele. 
Earlier diagnosis and treatment, particularly hos- 
pital treatment, will no doubt lessen the dangers of 
the established disease, but no single measure of 
control offers so much hope for the future as vaccine 
prophylaxis. 

Past experiments in 
uniformly successful, 


have not been 
In spite of frequent warnings 
as to the general uselessness of vaccines prepared 
from rough strains, Lawson > still attributes most of 
the failures to this cause. He found that the survival- 
rate of mice protected against artificially induced 
pertussis pneumonia by a vaccine composed of 
rough-phase organisms was no higher than that of 
control animals who receiyed no 
7 per cent.—whereas 25 out of 28 
protected by 


vaccination 


about 
mice survived if 
a smooth-phase vaecine. In another 
experiment he compared this smooth-phase vaccine 
with three commercial prepared from 
ascitie-fluid agar, from Bordet-Gengou medium, and 
by the mechanical disruption of 
organisms (pertussis endo-antigen ). 
overwhelmingly in favour of the 
which gave a survival-rate or over 70 per 
whereas the vaccine prepared from  ascitic-fluid 
agar and the pertussis endo-antigen afforded little 
or no protection. The Bordet-Gengou medium 
vaccine, which presumably contained smooth-phase 
organisms, gave a survival-rate of slightly 
over 50 per Lawson that in 


vaccine 


vaccines 


smooth phase 
The results were 
original vaccine, 


cent., 


only 


cent. also showed 


4. Brunt, D., J. sci. Instrum 


May, 1939, p. 137 
Lawson, G. Me. L., 


Amer. J. Hyg. May, 1939, p. 119 
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miee there is a rough correlation between the dosage 
of vaccine and the degree of protection achieved, 
There seems to be no doubt as to the necessity 
of employing smooth-phase vaccines in pertussis 
prophylaxis, but Lawson's experiment does not support 
mechanical disruption of the bacillary body as advo- 
cated by Krueger, Nichols and Frawley.* Further evi- 
dence is required before correct dosage and optimum 
interval between injections 
There are, in addition, many 
taken into account before 
laboratory can 


can be determined. 
other variables to be 
results in the 
be applied to human prophylaxis, 
not the least being the comparatively low infectivity 
of pertussis under natural conditions, 
experiment in 


successful 


A large seale 
pertussis prevention undertaken by 
Kendrick and Eldering 7 in Grand Rapids is therefore 
particularly welcome. Here 5815 children were 
investigated, due allowance being made for seasonal 
and other variations by extending the observations 
over a consecutive period of forty-four months. The 
vaccine used, which contained 10,000 million smooth- 
phase H pertussis per c.cm., was given subcutaneously 
in doses of 1 ¢.em., 1°5 ¢.em.,, | 
at weekly intervals 
future investigators 
injections 


5 ¢.em, and 3 ¢.em, 
It is a comforting thought for 
that in the 9075 separate 
necessitated by this experiment only 
3 severe systemic were recorded, though 
slight to moderate local reactions were usual. Only 
presumed susceptible children were accepted for the 
experiment, the age-limits being eight months to 
four years—i.e., up to but not ineluding the fifth 
birthday, subsequent investigation was 
incomplete and for other reasons many children were 
excluded from the final analysis, and this was based 
on a test-group of 1815 vaccinated children and 
2397 chosen at random from children of 
similar age and economic status in the city. 


reactions 


Because 


controls 


As far as could reasonably be ascertained the 
allocation to test an@ control groups was without 
bias. Uniform diagnostic criteria for pertussis 


attacks were adopted, including 
plates, and an attempt was made to classify attacks 
into severe, moderate, light and very light, based 
principally on the duration of cough and presence 
of complications. In order to take into account 
variations in the period at risk, the experience of test 
and control groups was analysed on a basis of person- 
years. On this basis there were 348 pertussis attacks 
for 2307 person-years experience in the control group 
and 52 attacks for 2268 person-years experience 
in the test group, giving 15-1 annual pertussis attacks 
per 100 in the control group, compared with 2-3 


aw 
in the injected group. A difference as great as this 


the use of cough 


could arise by chance only once in many millions 
of trials. In severity of attacks, too, there was a 
marked difference between the two groups. Thus 
3°8 per cent. of attacks in the injected group were 
severe, 23-1 per cent. were moderate, and 73-1 per 
cent. light or very light, as against 13-1 per cent. 


severe, 60-1 per cent. moderate and 26-8 per cent. 
slight in the controls. If intimate exposure under 
home conditions is taken as the only reliable criterion, 
the attack-rate per exposure in the test group was 
little more than a third that of the controls. After 
all known the attack-rate was 12-8 and 
68-5 per cent. for the test and control groups respec- 
tively. From their results Kendrick and Eldering 
also worked out what might be expected to happen 
in a general population by imposing the monthly 


exposures 


6. Krueger, A. P., Nichols, V. ¢ and Frawley, J. M., Proc 
. tS 


Soc. exp. Bioi., N.Y. 1932-33, 30, 1097 
7. Kendrick, P., and Eldering, G., Amer. J. Hyg. May, 1939, 
p.133 
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incidence of pertussis (calculated on the experience 
of the experiment) on an imaginary population of 
1000 injected children and a similar number of 
controls. On this basis they found that, at the end 
of forty-four months, 94-4 per cent. of the injected 
children would have escaped pertussis as against 
61-0 per cent. of the controls. 

Under the conditions of their study, Kendrick and 
Eldering seem fully justified in concluding that a 
substantial degree of protection was afforded to the 
injected group. If these results can be confirmed by 
others, and when opinion crystallises as to optimum 
dosage and other details, the arguments for immunisa- 
tion in pertussis will be at least as cogent as in 
diphtheria. In London particularly this seems 
an opportune time for a large-scale investigation of 
this nature, since the essential preliminary—com- 
pulsory notification—has now been in force for over 
eight months. 


LOSS OF THE THETIS 


On Thursday, June 1, the British submarine 
Thetis, during acceptance trials in Liverpool Bay, 
sank after the flooding of two forward compartments 
through one of the torpedo tubes. Her bow struck 
the bottom in about 130 feet of water and the shock 
destroyed her signalling apparatus. The release of 
compressed air into the water tanks lightened the 
ship so that 18 feet of her stern rose above water 
for a time, but this did not allow the rescue of the 


crew. Of 103 men on board 4 escaped by means of 
the Davis apparatus. According to press reports 
one of them states that 3 others were drowned in 


the escape hatch because they failed to put on the 
nose-pieces ; he adds that it was difficult to get up to 
the hatch with the ship at an angle of 42 degrees. Those 
who escaped are said to have shown signs of carbon- 
monoxide poisoning. But for full information about 
the accident and the attempts at rescue we must 
await the public inquiry that has been promised. It 
is to be hoped that investigation will reveal means 
by which any similar loss of valuable lives can be 
avoided in the future. 


We regret to announce the death in Edinburgh on 
Tuesday of Dr. ARTHUR LOGAN TURNER, laryngologist 
and writer, and sometime president of the Royal 
College of Surgeons of Edinburgh. 


From Montreal is announced the death of Dr. 
HenRI A. LAFLEUR at the age of 76. He was for 
many years professor of medicine at McGill Univer- 
sity and more recently president of the Medical 
Council of Canada, Dr, Lafleur was appointed resident 
physician at Johns Hopkins Hospital when it was 
opened in May, 1889, and was there associated for 
24 years with William Osler, who was physician- 
in-chief, 


The doubts as to whether the International Neuro- 


logical Congress at Copenhagen would take place 
have now been resolved in a circular letter in which 
Dr. Macdonald Critchley, secretary of the British 


national committee, announces that it will definitely 
be held this year, from Monday, Aug. 21, to Friday, 
Aug. 25. Further particulars will be found in our 
news columns, 


MOYNIHAN FELLOWSHIP. 


geons of Great 


-The Association of Sur- 
Britain and Ireland invite applications 
for this fellowship which may be held for one year 
and is worth £350. Further particulars will be found in 


our advertisement columns. 
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THE PRACTITIONER AS SCIENTIST * 


By Lorp Stamp, G.C.B., D.Se., LL.D. 


I SUPPOSE in most professional careers men 
reach a stage when they throw aside, not ambition, 
but textbooks, and carry on with some new mine of 
knowledge that seems to escape the examiners. Indeed 
we are constantly being told that the first job of the 
newly qualified is to forget all they have learned, But 
as a matter of fact I think this declaration is just a pose ; 
it merely means that you come down from the general 
to the particular, and the particular is always a “little 
different.” You are dealing not only with facts when 
you get a patient, but also with what he thinks about 
facts, and facts that are only just germinating. 

The real difficulty about your profession as I see it 
is that it is the one calling that is expected to be both 
an art and a In others the artist can disclaim 
all knowledge of science or its methods, and be thought 
even the more highly of. In science a rigid adherence 
to scientific principles and refusal to be led away by 
individual differences to prove things in the main, as 
it were, is the hallmark of the real brand. It is true 
that the biologist has been told to “ treasure his excep- 
tions’ because in them lies the tiny gateway to full 
knowledge. In medicine every case, I suppose, has its 
little exceptions, 


science, 


Critics of the medical profession are always saying 
that you are given a smattering of one or two sciences, 
but that the majority of you lose all grip of them, and 
never ‘pursue them as sciences ; and only in a shadowy 
way dothey afterwards affect your life. Infact you work 
empirically with a few rules, drugs, and books, You 
delegate to specialists specific pieces of scientific work 
that help your diagnosis, but in yourself you do little 
that is scientific. There is much that is instinctive in 
your subterranean consciousness and in your processes 
of deductive reasoning. If you have the knack of relieving 
pain, of creating confidence, of assisting nature, you 
may get high credit as a medical man with only an 
average power to cure, and no power at all to contribute 
to the science of cure, You are so much a part of the 
emotional life of mankind, its griefs and fears, even its 
economic potentialities, individual by individual, that 
you must be an artist to succeed. When you enter the 
house it must be primarily the artist in you that is 
uppermost, 

OBSERVATION 


AND GENERALISATION 


Every individual case of illness escapes complete 
classification there is a background of the 
personal which makes it somehow different from every 
other case, and this background is part of the thing 
that you have to cure or allow for. Being individual 
you cannot subject it to scientific method, you have to 
feel it instinctively, and it is no good you being a 
thinking machine or an introvert ; you must be a real 
extrovert, and have fitting human sympathy to under- 
stand such a background. But when you have got past 
the individual aspects of your case, after all, the person 
you are dealing with has a trouble which is not unique ; 
it is one example of a large number, and therefore it 
has a high common factor with others, and therefore 
it is capable of generalisation, and therefore again it 
is capable of scientific treatment. 

Each doctor accumulates for each complaint a little 


because 


* Abridged from an address delivered at the prize-giving of 
Charing Cross Hospital medical school on June 8 
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group of treatment and experience which forms his 
scientific body of knowledge. It is for many things 


so woolly in its outlines and so small in its number of 
cases that it is very hard for him to be certain that he 
knows the whole scientific truth about it. He cannot 


make a controlled experiment of different types of 
treatment of any size. This kind of larger scientific 
generalisation emerges in the hospitals, but it can 


only emerge for those complaints which hospital treat- 
ment mostly covers. The average practitioner finds 
it very hard to contribute to the body of general know- 
ledge except by gossip and verbal communication to a 
few colleagues, Rigid scientific test for cause and etfect 
is almost absent, 

I recently had cause to say, in my address to the 
British Association at Blackpool, in reference to a project 
that has long occupied my mind : 


‘The scientific ancillaries of medicine have made 


immense strides. Clinical medicine as an art makes 
tardy, unscientific and halting use of them. The 
public remain as credulous as ever, their range of 


gullibility widened with every  pseudoscientific 
approach. (We do not know what proportion of 
positive cases can create the illusion of a significant 
majority in mass psychology, but I suspect that it is 
often as low as 20 per cent.) For a copsiderable range 
of troubles inadequately represented in hospitals, 
the real experience through the hands of 
thousands of practitioners, each with too small a 
sample to be statistically significant, and is, therefore, 
wasted from a scientific point of view. Half-veritied 
theories run riot as medical fashions, to peter out 
gradually in disillusionment. If the scattered 
were all centralised through appropriately drawn 
case-histories, framed by a more scientifically trained 
profession, individual idiosyncrasy would cancel out, 
and mass scrutiny would bring the theories to a 
critical statistical of verification or refutation 
in a few months. Cures would no longer be as epidemic 
This would be to the advantage of all 
society, and achieve an ever greater boon in suggesting 
new points for central research.”’ 


passes 


Cases 


issue 


as diseases. 


This seemed to me plain enough, but I found many 

doctors puzzled by it. 
POOLING PRACTITIONERS’ 

As a whole doctors are not very strong on the 
statistical aspects of their work. Certain types of illness 
are not much found in hospital practice on a large scale, 
They are scattered through the community widely, 
but no one practitioner has many of them. If he 
generalises at all from the few cases that come to him, 
they may be few enough to have all the statistical perils 
of small numbers, the groups having no statistical 
stability nor the results any real significance. He may 
realise this, and decline to come to general conclusions, 
lapsing into statistical impotence or agnosticism. Or 
someone may put out a theory of treatment on a narrow 
basis of fact, and this, for want of a challenge, or of 
wide factual test, may run riot through medical practice 
for years before it is found wanting. 

In a new American book, ‘‘ The Horse and Buggy 
Doctor,’ by Dr. A. E. Hertzler, which I advise every 
young doctor to read, he remarks: 


OF EXPERIENCE 


‘When a new drug appears, a large number of 
doctors using it probably will believe that it acts 
beneficially. After a period of years its usefulness is 
found to be limited or nil. I remember very well when 
quassia was believed to cure cancer of the stomach. 
Nothing in fact, requires so much careful observation 
over so long a period of time as accurately appraising 
the value of the drugs as modifiers of the course of a 


disease. New drugs are introduced that are said to be 
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more effective than the old ones, and the doctor 
must personally test this claim by observation.” 
Now if all the experience of the individual doctors 
could be pooled, and critical tests made, the truth 
might be quickly apparent. Suppose that in an aggregate 
of 1000 cases, 500 had been treated in a particular way, 
and in the other 500 that “cure” was not tried; 
suppose that in the first group the full recovery ensued 
in 400 cases, but in the second group the number recover- 
ing was 350, there would be one kind of uncertain 


conclusion, But if the “ control’ 500 showed only 
50 recoveries, the answer would be most definite. 
Now this aggregation would require great care. In 


the first instance, the case-history or unit form would 
need to be drawn with much precision, to secure 
quantitative and unequivocal answers to critical clinical 
points, and uniformity in the conception of the replies, 
It would have to be supplied to a wide variety of 
practitioners, for if it were taken only by doctors with 
curious scientific imaginations, they would be a biased 
sample, likely to carry the scientific characteristic into 
the treatment of their cases. Each would have to 
undertake to complete it for all his cases, and not 
merely those he thought “worth while”; otherwise 
the desire to prove a case and to ignore awkward negative 
instances might vitiate the result. Such forms might 
then, in the central bureau, be capable of treatment by 
perforated cards*through Hollerith or Powers machines, 
bring out automatically classifications based initially, 
say, on one for sex, for age, for locality, for previous 
illness, for occupation, as well as the full undifferentiated 
aggregate, which often hides important sub-generalisa- 
tions. In this way, though the individual case might be 
clinically personal, rule-of-thumb, empirical in treat- 
ment, it could yet become part of a great scientific 
induction, Probably negative proofs, proofs of inefficacy 
of particular vaunted methods, would greatly outnumber 
positive and triumphant results; but I am quite sure 
that most important leads for specific further research 
would emerge. 

This grouping of the non-significant (or even the 
insignificant) until it became significant, would be of 
enormous value to medical science. It would expose 
the quack remedy relentlessly. Again, the ordinary 
doctor is not very scientific, for if he does not feed the 
centre with details, for scientific use, so also he tends 
not to appreciate what the centre holds for him already. 
Here is a recent declaration :— 

‘Yet no physician is able to tell what causes the 
commonest variety of stiffened joints. The most 
shocking fact, however, is that the average practi- 
tioner, when consulted by a rheumatic patient, does 
not have even the knowledge that is available. Though 
no one knows exactly what causes rheumatoid 
arthritis, a good deal is known about what to do for it. 
. . . Public hospitals in the United States do take an 
occasional rheumatic patient but seldom are they 
organised to use all the latest scientific knowledge.” ! 

The Medical Research Council have complained that 
ilthough insulin has been proving its value in the 
hospitals for the past ten years, outside the deaths from 
diabetes show very little decrease, Prof. V. H. Mottram 
says that in 99 cases out of 100 the medical student 
sloughs his scientific training when he enters the wards 

-and few of the specialists in botany, zoology, physio- 
logy, &c., ever bother to relate their subject to the 
practice of medicine. Medical research is not exploited 
rapidly enough by the over-occupied medical practi- 
tioner, though it is industrially exploited by commerce.” 

Nevertheless, certain groups have begun to pool 
statistical experience on these lines, An interesting 


1. Kelly, F. C., Forum, 1938, p. 203 
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2. The Frustration of Science, London, 1935, p. 95 
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example on a lower plane than doctors’ case-records is 
found in an institution in America, financed by voluntary 
contributions, called ‘** Vitality Records” (26, West 44th 
Street, New York). Anyone can help by completing 
their questionnaires, which cover not only the special 
cults to which people belong but also details about 
loose-fitting clothes, sleep, worry, perspiration. It is 
claimed by Prof. Irving Fisher and his associates, 
Dr. Alexis Carrel (author of ““Man the Unknown ’’) 
and Prof. E, V. McCallum, of Johns Hopkins University, 
“that by analysing thousands—perhaps a million—of 
such records, and by keeping in touch with these 
persons each year, a remarkable mass of new health 
knowledge, of the utmost importance to human welfare 
is being accumulated,” ® 
THE MAN AND THE METHOD 

My plea today, therefore, is that it shall be your 
ambition to be a unit contributor to great scientific 
induction, Please, I beg of you, keep up enough 
elementary mathematics to understand statistical 
methods, so that the safety of samples, the peril of 
small numbers, the normal curve of error, the standard 
deviation, and possibly the coefficient of correlation 
may mean something to you. For these are the common 
factors of scientific expression, the grammar or criteria 
of proof, the mental picture of the group, the total effect. 
It is wrong that you should not understand science to 
apply it; it is a pity that you should stop at applying 
and not systematically record; for combined records 
are your contribution to scientific knowledge and the 
future of medicine. 

The temptations to diffuse artistic personal medicine 
are many. Records and notes are a nuisance when you 
are pressed with crowding human problems. Better to 
heal ten patients with no records than eight with full 
scientific study, you may well say. And indeed, the 
human aspect is always a compelling one, and science 
takes a back seat. Prontosil shows fine results in 
lowering mortality from the previous experience in the 
same hospital. But the claim to direct high correlation 
is rather obscured when it is seen that mortality has also 
fallen elsewhere without it. Other causes are at work too. 
The scientific method of establishing correlation would 
be to keep a controlled experiment in the one establish- 
ment, by treating only every other case with the new 
drug, at random, and over a period testing the results of 
the two groups. But there comes the human problem, 
Who dare withhold from a patient, because she happens 
to be the odd one for the control group, any chance 
that the treatment affords of recovery, and let her die 
without it, just to make a scientific comparison ? For 
that patient is a human being, with a context of human 
sympathies and of lives surcharged with emotion. 

The limitations of the scientific method in actual 
practice are thus obvious; but with them all, oppor- 
tunity does remain, For the scientific method is not 
only inductive—it is deductive. In contradistinction 
to graduate study as above outlined, postgraduate 
study, as the medical man regards it, is what he gives 
himself according to his own plan after he has taken up 
his life's task. He seeks no academic recognition and 
seldom troubles himself about new ideas. He converts 
his knowledge into understanding and his understanding 
into art and these find expression for his own personality 
and capacity. He may go far in his profession and 
never have an original idea in his life. He need not even 
acquire any new knowledge, Most of us know far more 
facts than we can intelligently use. This point is illus- 
trated by a statement the great German clinician, 
Traube, was wont to make when the autopsy showed 


3. Giles, R., A Step Towards Livelier Old Age, Readers’ Digest, 
February, 1938. 
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that a wrong diagnosis had been made: *‘ The facts 
were there but we did not think right.’ To think logically 
from the evidence at hand is the ultimate aim in the 
education of the vast majority of medical practitioners. 
THE BUSY MIND 

I can hear your impatient exclamation that you have 
no time for all this—to keep your patients living and 
get your own living is the size of your job. It is so full 
that good things have to be pushed out to get good 
thingsin. As I oncecabled to American friends demand- 
ing rooms in Gleneagles Hotel in August “Can only 
get more Americans in by turning Americans out.” | 
do not pretend to know which school of psychology is 
now uppermost, but Spearman says “mental competi- 
tion with the law of constant output rules our actual 
intellectual lives. The commencement of any mental 
activity causes other activity to cease, and vice versa, 
The law of constant output thus stated: Every 
mind tends to keep its total simultaneous output con- 
stant in quantity, however varying in quality.’ The 


is 


difficulty was more attractively and provocatively 
stated by a medical man who has done more than 
most for human well-being—Conan Doyle, with his 


champion therapeutic, Sherlock Holmes, in his very 
first introduction to the public in * A Study in Scarlet.” 
May I read a few lines? You will remember that 
Sherlock always had access to an extraordinary range of 
items of human knowledge in out of the way corners :— 


‘* My surprise reached a climax, however, when I 
found incidentally that he was ignorant of the 
Copernican Theory and of the composition of the 
Solar System. That any civilised human being in 
this nineteenth century should not be aware that 
the earth travelled round the sun appeared to be to 
me such an extraordinary fact that I could hardly 
realise it. ‘ You appear to be astonished,’ he said, 
smiling at my expression of surprise. ‘ Now that I 
do know it I shall do my best to forget it.’ 

** To forget it!’ 

* You see,’ he explained, ‘ I consider that a man’s 
brain originally is like a little empty attic, and you 
have to stock it with such furniture as you choose. 
A fool takes in all the lumber of every sort that he 
comes across, so that the knowledge which might be 
useful to him gets crowded out, or at best is jumbled 
up with a lot of other things, so that he has a difficulty 
in laying his hands upon it. Now the skilful workman 
is very careful indeed as to what he takes into his 
brain-attic. He will have nothing but the tools 
which may help him in doing his work, but of these 
he has a large assortment, and all in the most perfect 
order. It is a mistake to think that that little room 
has elastic walls and can distend to any extent. 
Depend upon it there comes a time when for every 
addition of knowledge you forget something that you 
knew before. It is of the highest importance, therefore, 
not to have useless facts elbowing out the useful ones.’ 

‘*** But the Solar System !’ I protested. 

““* What the deuce is it to me?’ he interrupted 
impatiently : ‘you say that we round the sun. 
It we went round the moon it would not make a 
pennyworth of difference to me or to my work.’ ” 


Now quite possibly the contemplation of the patient 
in his position in your scientific problem may detract 
alittle from your bedside manner, and the human touch 
But I doubt it. I believe you will so strengthen your 
artistic human perceptions by your scientific conceptions 
that you will have a stronger inner sense, After a time 
the induction becomes the instinct, the reasoned rule 
sublimates into the sublimer guesswork. You are not 
being asked to carry a new load of facts so much as to 
acquire and maintain an additional ‘ awareness ’’— 
an extra attitude of mind, William James once said: 
““T have no doubt whatever that most people live, 
whether physically, intellectually or morally, in a very 
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restricted circle of their potential being. They make use 

of a very small portion of their possible consciousness, 

and of their soul’s resources in general, much like a 

man who, out of his whole bodily organism, should get 

into a habit of using and moving only his little finger,” 
* * ” 


Have I been talking high-falutin ? As Kelvin says, 
“We do not know much about anything until we have 
learned to measure it.’ To which you will add: and 
when we have measured it, perhaps its vital spirit has 


eluded us, Some of you will be cynical and will say in 


reply to my question, ‘‘Is medical practice science 
or art?’ what the Oxford don did about logic 
-it is neither an art nor a science but a dodge. 


Canon Streeter said: ‘“ We shall in no way disparage 
science because quality is excluded from its purview ; 
any more than we decry an ordnance map because it 
can give us no idea of the view from Richmond Hill.” 
In truth the doctor must have science and art two 
blades of a pair of scissors—singly they are imperfect 
instruments, but together the mind uses them to cut 
into the fabric of the living unknown. 


as 





ENDOCRINOLOGY OF THE PROSTATE 


AN annotation on Jan, 21 reviewed several papers 
on the ztiology of benign enlargement of the prostate, 
A number of related studies also require consideration, 

Deming and Neumann (1939), in a report based on 
microscopical study of prostates obtained at autopsy 
from subjects aged 45 or more, agree with Cuneo 
in rejecting the view that the suburethral glands of 
Albarran are involved in the early stages of benign 
enlargement, In their opinion the hypertrophy 
begins as a fibromyomatous change in the posterior 
wall of the urethra and in the internal sphincter of 
the bladder, and they point out that this muscular 
tissue is partly of miullerian origin, and that the 
change therefore corresponds to fibromyomatous 
growths in the uterine wall. They hold that the 
glandular part of the tumour originates from ducts 
adjacent to the fibromyomatous nodule, and that these 
ducts invade the nodule, which in its later stages 
thus simulates an encapsulated glandular tumour. 
Unfortunately, pathological investigations of the 
kind conducted by Deming and Neumann cannot 
either confirm or refute the view (which in a sense 
directed their inquiry and is derived from experi- 
ments) that prostatic adenomata develop as a result 
of cestrogenic stimulation of the uterus masculinus 
and of the fibromuscular tissue within which it lies, 

This hypothesis assumes that an effective cestro- 
genic stimulus may become operative in men of 
middle age, a possibility whieh has been discussed 
by Emmens and Parkes (1938) in view of the known 
cestrogenic behaviour of some of the male-hormone 
compounds, It appears that several male-hormone 
substances (including testosterone) exhibit a general 
gynecogenic action, One of the androgenic com- 
pounds, transandrostenediol, shows unmistakable 
estrogenic activity, and although it is not known 
to occur naturally it may do so, because it belongs 
to the androsterone-testosterone series. Emmens 
and Parkes, in an attempt to discover whether it 
could be the elusive cestrogen of the testis tried to 
find out if testosterone could inhibit the cstrogenic 
effect of an extract of pig’s testis in the same way 


as it inhibits the effect of o@strone: but, if the 
cestrogenic activity of the extract of pig’s testis 
had been due to transandrostenediol, 1 mg. of the 


substance would have had to be present in 7-5 mg, 





1340 THE LANCET 


of the extract, which would have entailed a corre- 
sponding androgenic potency far greater (about nine 
times) than that which the extract was subsequently 
shown to possess, Two conclusions regarding the 
testicular oestrogen may therefore be drawn from 


this observation: (a) it is not transandrostenediol 
or anv other known member of the androsterone- 
testosterone series ; and (db) its effect can be inhibited 


by testosterone. 

\ further possibility considered by Emmens and 
Parkes is that the suprarenal cortex may elaborate 
in cestrogenic substance in the male, It is known 
that suprarenal disturbance may lead to an increased 
excretion of cestrogens and that estrogenic substances 
can be extracted from the suprarenals, Their possible 
participation in prostatic enlargement must therefore 
be taken into consideration ; but the study of this 
aspect of the suprarenals is only beginning, and the 
available evidence is very confusing. 

It is well known that the prostate of a newborn 
human baby often exhibits metaplastic changes 
in its epithelium similar to those that develop in 
monkeys and rodents treated with cestrogenic 
substances, This fact is today regarded as indicating 
that ostrogenic substances from the maternal 
organism enter the foetus from the maternal circulation. 
Hamilton et al. (1937) and Moore and McLellan 
(1938) have reported on the effects of cestrogenic 
stimulation on mature men, but their results are 
conflicting, According to Hamilton and his co-workers 
estrone has no carcinogenic action on the prostate 
of man, nor does it intensify dysfunction in the 
urinary tract. More recently, however, Moore and 
McLellan, who injected greater quantities of the 
hormone, found that cstrone had a profound and 
definite effect on the tissues of the prostate. The 
most conspicuous change is in the epithelium of the 
urethra and prostatic collecting ducts, which shows 
increased stratification of the usual transitional 
epithelium and foci of true squamous metaplasia. 
This finding is of particular interest because of the 
similarity of the histological changes to those in the 
prostate of the newborn infant. The epithelial acini 
and stroma of the adenomatous nodules show little 
effect of the cestrogen, but an abundance of lymphoid 
tissue was noted, All these effects of cestrogenic 
stimulation in man represent, according to Moore and 
McLellan, an intensification of the changes observed 
in the benignly hypertrophied prostate of a man 
not treated with an oestrogen. They are also in part 
similar to the effects, first described by de Jongh and 
Kok (1935), of cestrogenic stimulation on the prostate 
of the dog. These comprise metaplastic stratification 
not only of the epithelium of the urethra and collecting 
ducts, but also of that of the secretory acini them- 
selves. Petit and his co-workers (1939) have reinvesti- 
gated these changes, and they regard them as suffi- 
ciently similar to those which occur spontaneously in 
man to entitle their report ** réalisation expérimentale 
de l’adénome prostatique.”’ 


CLINICAL EVIDENCE 

If benign prostatic enlargement is due always or 
sometimes to abnormal cestrogenic stimulation—as 
it undoubtedly is in the case of the dog (Zuckerman 
and Groome 1937)—the primary aim of treatment 
would be the restoration of a normal balance between 
male hormone and estrogenic hormone, Numerous 
clinical reports of such treatment have already 
appeared, and some have been discussed in these 
columns. The evidence remains conflicting, but 
it may be worth while to refer to some recent papers 
on the subject. 
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Cuneo (1938) and Jomain (1938), who accept the 
theory, primarily derived from experiments on 
monkeys, that prostatic adenomata originate from 
the epithelial and fibromuscular tissue of the uterus 
masculinus, report on the treatment of patients with 
testicular extract. They prefer extracts to synthetic 
substances, such as testosterone, for they are not 
convinced that one isolated chemical substance 
possesses the powers of the whole testicular secretion. 
The initial dose given is equivalent to 1-2 g. of the 
gland daily, the effect includes rapid improvement of 
functional disorders, and rectal and urethroscopic 
examination suggests that the prostate becomes 
smaller. Cuneo does not claim that his treatment 
can reduce prostatic hypertrophy, but he believes 
that prolonged treatment can prevent further 
enlargement. 

Laroche (1937) favours the use of the acetate and 
propionate of testosterone. He apparently secured 
lasting relief from the distressing symptoms of pros- 
tatic hypertrophy, and there were no relapses even 
eight months after cessation of the treatment. He 
gave large doses (40-60 mg. daily of the acetate and 
10-20 mg. of the propionate). He too is uncertain 
about the precise effect of the treatment on the 
prostate, but his further findings (Laroche and 
Bompard 1938) have been confirmed by Laporte 
(1938) and Marcel (1938). All these workers agree 
that the results of treatment with the esters of 
testosterone differ according to the stage of the 
disease. In simple prostatitis a favourable result 
ean almost always be expected. In chronic but 
incomplete retention improvements are frequent 
and great enough to justify this therapy. Distension 
of the bladder presents an almost constant obstacle 
to hormonal action. The evolution of complete and 
permanent retention, however, is often modified 
by the treatment, which in these cases must usually 
be prolonged and intensive. The French writers 
definitely advise the treatment in inoperable cases 
and suggest it as a useful postoperative measure 
to prevent further enlargement. General agreement 
with these views has been expressed by Nestmann 
(1939) as well as by Bolend (1939), who, apart from 
reporting considerable symptomatic relief from andro- 
genic therapy, makes observations on the effects of 
such therapy on the prostate itself. He too was 
unable to demonstrate any decrease in the size of 
the organ, but biopsy specimens nevertheless showed 
that while there was an increase in the glandular 
activity of the prostatic acini, there was either no 
change or a decrease in the amount of stroma and a 
reduction in the inflammatory reaction. Cary, in 
two reports on 44 patients (1938, 1939), also records 
considerable success in the symptomatic treatment of 
the disease, and he refers to three other American 
clinical studies, which have not been dealt with in 
this review, and which yielded results similar to his 
own. 

The importance attached to the question of the 
effect of male hormone on the tissues of an enlarged 
prostate perhaps lends undue significance to the 
negative observation of Moore and McLellan that 
testosterone propionate (in doses comparable with 
those used by Laroche) had no significant effect on 
the prostatic epithelium or stroma, This observa- 
tion, based on only five cases in which treatment 
was not continued very long, does not invite belief 
that the generally admitted symptomatic relief, which 
androgenic treatment provides in prostatic enlarge- 
ment, is due to any immediate change in the prostate. 
A possible explanation of this immediate relief is 
offered by Champy and his co-workers (1937), who 
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point out that retention of urine does not always 
appear to be related to the size of the prostate, and 
that one of the most obvious results of treatment with 
male hormone is the rapid appearance of perivascular 
edema near the verumontanum, They suggest 
that retention is due to an irregular contraction of the 
vesical sphincter, causing the lobes of the prostate 
to be pressed into such a position as to block the 
passage of urine. Relief can be obtained by operating 
on the posterior part of the contracted sphincter, 
and they claim that relaxation of the muscle would 
have the same result. If such relaxation accom- 
panies perivascular cedema in this region, an explana- 
tion is offered of the rapid action of male hormone 
in urinary dysfunction, 

Laroche, Simmonet, et al. (1938) also report on the 
general effects of male hormone on elderly men, 
Quantitative tests were made of the effects produced 
by the administration of esters of testosterone on 
subjects suffering merely from senility, and consider- 
able improvement, such as an increase in weight 
and muscular power, was observed, though fatigue 
set in much earlier. There was also some psycho- 
logical improvement in their patients, These results 
were apparently permanent; but since an old 
organism is prone to many frailties that cannot 
be remedied by sex hormones, Laroche points out 
that it is doubtful whether the improvement was for 
the ultimate good of the patient, and for that reason 
he advises caution in rejuvenating treatments. 
Weiss (1939) reports on the beneficial effect of testo- 
sterone propionate on men and women suffering 
from severe and depressing results of endocrine 
derangements, and Joltrain (1938) remarks that the 
acetate of testosterone seems to have a less exciting 
effect on the vegetative nervous system than does the 
propionate. He notes, too, that apart from its relief 
of functional troubles in prostatic hypertrophy, 
testosterone also seems to augment renal permeability. 
He suggests that testosterone associated with strong 
doses of strychnine and, in some eases, of the anterior 
lobe of the pituitary, favourably influences arterial 
spasm, 

COMMENTS 

If the papers reviewed here indicate the present 
position, it is clear that in general the problem of the 
treatment of prostatic hypertrophy has not yet been 
solved Perhaps testosterone is not the only testicular 
hormo.e but only a part of a necessary chemical 
complex, or perhaps the injected testosterone under- 
goes metabolic changes—a_ possibility considered 
in our issue of April 22 (p. 948). The variable results 
of the hormone treatment of prostatic hypertrophy 
may be due to these and other factors, but the facts 
observed strongly support the view that prostatic 
hypertrophy is of endocrine origin. 
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MEDICINE AND THE LAW 


Maintenance of a Violent Patient 


THE county-court judge at Barnet last month had 
to adjudicate upon the claim of a nursing-home for 
a fee for a private mental patient whose violence had 
caused the termination of the contract for her main- 
tenance, Dr. H. R. 8. Walford, the proprietor of the 
nursing-home, claimed £24 19s, 6d. from Mr, 
Arthur Levy, the patient’s son, This sum repre- 
sented an agreed fee of £12 12s. for a week's main 
tenance, £2 2s. for the issue of a temporary certiticate 
in connexion with the patient’s removal to anothe1 
home, and the cost of repairing damage done by the 
patient. The plaintiff gave evidence of his having 
agreed (after conversation with her medical attendant) 
to take Mrs. Levy at a fee of £12 12s. a week. The 
patient was drowsy for the first two days, as though 
under the influence of a sedative. She then became 
violent. She threw a clock through a avindow, broke 
the bedroom furniture against the wall and tore up 
blankets. She was removed to another room and 
caused similar damage there. Dr. Walford then 
telephoned to the patient’s son and said she must be 
moved, Mrs. Levy was taken away after 3} days’ 
residence. She entered another mental home as a 





voluntary patient and was now recovering. 

It was contended for the defendant that he was 
not liable for his mother’s maintenance, that in any 
case he should not be charged for a full week, and 
that the plaintiff, knowing that mental patients may 
become violent, might have taken more efficient 
action to prevent the damage, If this last contention 
means that the patient should have been placed under 
physical restraint or deprived of furniture and 
blankets, it is easy to imagine the complaints which 
the suggested action would have evoked. 

Although the defendant insisted that he had never 
admitted liability for his mother’s maintenance in 
Dr, Walford’s nursing-home, the judge said there was 
no doubt that the son was liable, although he hoped 
that whatever sum was recoverable would come out 
of the mother’s property. The judge held that the 
proper amount payable for maintenance was £6 6s, 

namely, half the weekly charge. It was at Dr, 
Walford’s request that Mrs. Levy left the home. 
With regard to the fee for the issue of a certificate, 
the judge apparently disallowed the claim for £2 2s., 
remarking that Dr. Walford had done no more than 
sign his name on a piece of paper. He gave judgment 
for a total of £15 15s. with costs. 

No disrespect is intended to the justice administered 
in our county courts if two observations of a general 
nature are added, First, had this been the case of an 
ordinary contract for taking in a lodger at a boarding- 
house, the landlady would presumably have been 
entitled to pay for a week, notwithstanding that, 
owing to the unexpected violence of her visitor, she 
had to ask the visitor to leave half-way through the 
week, Secondly, the law allows, and indeed in many 
cases requires, members of the medical profession to 
sign certificates, All they do, it is true, is to sign 
their name on a piece of paper; but it would be 
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rather a revolutionary decision to deny them a fee 
because the physical action of signing is simple and 
unexacting 

Hospital and Inquest Jury 

At a Hampton inquest on a young man who had 
been fatally injured in a traffic accident, the jury 
added to its verdict of ‘* accidental death ’’ the rider 
that a more thorough examination should have been 
made before the deceased was discharged from the 
Richmond Royal Hospital. The patient was radio- 
graphed on admission; no fracture was discerned. 
He was allowed up on the tenth day, and, no untoward 
symptom having shown itself, was permitted to go 
home four days later. He subsequently complained of 
headaches. Post-mortem examination disclosed a 
small fracture at the base of the skull. 

The hospital held an inquiry into the allegation 
contained in the rider and has now issued its reply. 
The reply states that there was no evidence of brain 
injury or fracture ; the patient was carefully watched 
in the full routine of the hospital’s work. There 
was no doubt that death due to an unusual 
complication of pneumococcal meningitis and not to 
the brain injury. Death from this cause might have 
occurred without injury at any time; it was unlikely 
that any specific treatment could have prevented it. 
The reply adds that it most unfortunate that 
neither the resident medical officer nor the honorary 
surgeon was called to give evidence at the inquest, 
Che hospital may well be entitled to assert its strong 
impression that, if such evidence had been available, 
the criticisms would not have been made, 


was 


was 


A Problem of Chiropractic 

A test case has failed to furnish an answer to the 
question whether chiropractic is legal or illegal in 
the island of Trinidad. Interesting judgments in the 
local court of appeal allowed the chiropractor’s appeal 
against a magisterial penalty but left the main issue 
undecided, 
Joseph Ferreira conducted a chiropractic clinic. 
Ferdinand da Costa consulted him as a chiropractor ; 
he described his symptoms (a feeling of sickness and 
pains in the chest and back); Ferreira stripped him 
to the waist, applied an instrument called a patho- 
neurometer, diagnosed a disarrangement of the spinal 
column requiring adjustment, placed the patient on a 
bed, manipulated his body, weighed him and pre- 
scribed a diet of milk and greens. Asked about his 
fee, Ferreira said it was 3 dollars the first time and 
1 dollar for future occasions. The patient was told 
te come back on the following Friday. Ferreira was 
convicted under section 54 (1) of the Medical Board 
Ordinance of Trinidad. The section says that ‘“* Any 
person, not being a member of the Board, who shall 
practise medicine or surgery or perform any surgical 
operation or give any medical opinion or advice or 
prescribe any medical or surgical treatment within 
the colony, in respect of which he shall demand or 
receive any fee . Shall be liable to a penalty.” The 
first question for the court was whether da Costa’s 
single visit justified a finding that Ferreira was prac- 
tising medicine. All three judges in the court of 
appeal thought that there was insufficient evidence. 
rhe examination and treatment of a single patient 
on a single occasion did not amount to “ practice ” ; 
to constitute the offence of “ practising ’. there must 
be evidence of a repeated course of conduct; one 
instance of such conduct was not enough. There was 
some authority in the English law reports in favour 
of this view. In Apothecaries Co. v. Jones (1893) the 
defendant was summoned under the Act of 1815 
whereby anyone who should “act or practise as an 
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apothecary ’’ without a certificate was liable to a 
penalty for every such offence. Jones gave medical 
advice and medicine to three persons at different 
times on the same day; ought he to pay three 
penalties or only one? Baron Pollock said that the 
words ‘act or practise as an apothecary’”’ were 
directed against an habitual or continuous course of 
conduct and not against an individual act. The 
court held that only one penalty could be exacted. 
On the second question in the Trinidad case the 
judges disagreed. Ferreira was charged with having 
practised medicine and demanded a fee for it when 
he was not a member of the medical board. But is 
chiropractic treatment to be regarded as the practice 
of medicine ? The witness da Costa admitted that he 
was aware that, in going for treatment to a chiro- 
practor, he was going to ‘“‘something new.” Did 
*‘ practising medicine ’’ mean practising the art of 
healing in accordance with the principles and practice 
prevailing among physicians and surgeons? Or did 
it include practising the art of healing by any methods 
whatever—for example, faith-healing? The Chief 
Justice of Trinidad, in a minority judgment, pointed 
out that neither the magistrate nor the court of 
appeal could have any judicial knowledge of such 
technical matters as the work of a chiropractor ; 
nor ought they, on the evidence in Ferreira’s case, to 
draw any inference adverse to him. The Chief 
Justice dwelt on the words in section 54 (1) already 
quoted—* practise medicine or surgery or perform 
any surgical operation or prescribe any medical o1 
surgical treatment.” Medicine, he thought, was here 
to be construed as separate from surgery ; practising 
medicine must be construed as meaning the practice 
of the art of healing in accordance with the principles 
and methods used by registered practitioners. The 
Chief Justice seems to have inclined towards this view 
because he regarded section 54 as “ primarily aimed 
at the protection of registered practitioners against 
monetary competition by those who practise the art 
of healing in the same or similar manner as registered 
practitioners do themselves.’’ His two colleagues on 
the bench did not agree with him here. They regarded 
Ferreira’s treatment of da Costa as something which, 
if repeated, would have justified the magistrate in 
convicting Ferreira of medical practice contrary to 
section 54. The two judges forming the majority said 
that the essence of the transaction was that Ferreira 
purported to diagnose, prescribe for, and _ treat 
da Costa with the object of curing the ailments com- 
plained of. Where this was proved, the authorities 
clearly showed that the inference might be drawn 
that these acts indicated medical practice and it was 
immaterial that the technique or methods employed 
were not those which orthodox medical men would 
use. The diagnosis, advice, and prescribing of treat- 
ment indicated the practice of medicine; it did not 
matter whether the treatment prescribed was medical, 
surgical, osteopathic or chiropractic, massage o1 
dental. This point is one which has been before the 
courts in England. Under section 32 of the Medical 
Act of 1858 persons cannot recover in the law-courts 
a fee *“‘ for any medical or surgical advice or attendance, 
or for the performance of any operation or for any 
medicine . prescribed and supplied ” unless they 
prove that they are registered under the act. In 
Hall v. Trotter (1921) an osteopath sued for fees for 
‘** manipulative treatment of the tissues of the body.” 
If this was the performance of an operation, the 
osteopath could not recover a fee. Horridge, J., held 


that it was not the performance of an operation ; 
Shearman, J., said that the osteopath had not given 
any advice ; she had merely used her acquired know- 
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ledge of anatomy to help her to decide the part of 
the body to which she should apply the treatment 
which she had been specifically called in to give. 
This decision was necessarily followed in Macnaghten 
v. Douglas in 1927. The plaintiff, a doctor of osteo- 
pathy of America, possessing no British medical 
degree, sued for 30 guineas, including 3 guineas for a 
“consultation.” The county court judge stopped the 
case on the ground that the claim was barred by 
section 32. On appeal Acton and Talbot, JJ., felt 
obliged to send the case back to the county court in 
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the light of Hall v. Trotter. They seem to have had 
their misgivings. Physicians and surgeons will 
probably share them. How could Mr. Justice 
Horridge say that ‘“‘ manipulative treatment of the 
tissues of the body ” was not the performance of an 
operation? Is there no operation without a knife ? 
Are we still in the age of the barber-surgeons? How 
could he say further that the osteopath had not given 
advice ? And how could Mr. Justice Shearman say 
that the osteopath had not given “ medical or surgical 
advice” or “ attendance ” ? 


GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughts of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index 


FROM PETER QUINCE 
II 


IN pulmonary tuberculosis it is well established that 
psychological distress prepares the soil for the tuber- 
culous seed: witness the incidence of this disease 
in young adulthood, a time when the physical body 
is at its prime but when the emotional disturbances 
are at their fiercest. The frequency with which 
pulmonary tuberculosis follows hard on the heels of 
a broken engagement, or develops during an engage- 
ment which ought never to have been entered, seems 
to be more than mere coincidence would warrant. 
Equally commonplace is the tuberculous patient 
who, faced with the prospect of returning to an 
intolerable home life, fails to respond to all forms of 
treatment. Quite a few patients, too, admit to hav- 
ing received the diagnosis of their case with a bewilder 
ing and almost impious feeling of relief. Taxed 
further, they will explain that it was not relief that 
the trouble was not more malignant, or that the 
diagnosis marked the end of their uncertainty, but 
rather a feeling of ‘“‘ Well, at any rate this is going 
to make a difference,’ tinged with expectancy. 
Such a patient is well on the road to self-knowledge 
and if he proceeds further and asks himself ‘* From 
what cireumstances am I glad to escape?” he may 
be able to decide which must be altered for future 
harmony—the circumstances or his attitude towards 
them. 

* * * 


Others have the greatest difficulty in accepting the 
diagnosis of their trouble. This seems particularly 
true of athletes and Tough Guys. To them the 
prodromal symptoms of malaise and lassitude con- 
veyed merely that they were “out of training,” 
and the athletes went on playing rugger and squash 
until they were literally blue in the face, while the 
Tough Guys tried to snap out of it with more and 
more alcohol, with much the same result—until a 
hemoptysis red-flagged their Gadarene careers, 
When diagnosed, the same compensatory mechanism 
which forced them to become athletes (and/or Tough 
Guys) often forces them to resist the whole significance 
of the situation. (This can’t possibly happen to ME 
; I am different from other people. . . .) It is 
sometimes several weeks before the patient will 
consciously acknowledge to himself that he has 
tuberculosis: indeed, he is nervous lest he catch 
it from other patients who visit him. And when he 
does grudgingly acknowledge it, it is not a serious 
disease for HIM: just a slight touch, to be thrown 
off in no time. Such a patient will always be trying 
to prove to his own satisfaction that he is not as ill 


as all that, by breaking out into extravagant exertions 
over and above those appropriate for his condition. 

When the athlete comes soberly to accept the situa 
tion he will do well: not, it is to be feared, because his 
bodily organs are better than the next man’s, but 
because the habit of self-discipline which develops 
with athleticism is ingrained and will stand him in 
good stead, The Tough Guy whose facade was but 
armour-plating around childlike softness has not 
got those inner resources and is apt to fare ill. 


* * ” 


Time is notoriously a Great Healer in cases of 
emotional maladjustment, The period of retreat in 
a sanatorium brings about changes in both the inner 
and outer lives of many patients, The married 
man who was finding being engaged simultaneously 
to three different girls rather too wearing not only 
escapes a trying situation by developing tuberculosis 
but he gains leisured detachment from which to 
survey his life and determine what he is really seeking : 
meanwhile with luck the situation will clear itself 
up without his participation in some very disagreeable 
scenes being necessary. Such a patient, I remember, 
when his tuberculosis showed signs of resolving 
before he was ready to face his world, proceeded to 
throw classical ‘“texthook” conversion-hysterias : 
it was they that gave the show away. 

* * * 


‘Fhe most hopeless case is the one who exhibits 
what I call the *‘ Dornford Yates syndrome.” She 
(and it’s nearly always a she) really believes that 
somewhere round the corner there exists such a world 
as that gifted writer portrays in his delirious fan- 
tasies: a world where women are worshipped from 
the crowns of their heads to their glittering insteps 
hy clean-limbed, leisured sportsmen with a taste 
for witty philandering, where every lawn is centuries 
old and every car a Rolls. It is a make-believe 
world we create whenever we put on evening dress 
and smoke cigars and behave a little above ourselves ; 
but most of us accept the twopenny bus-ride back 
to reality with something like relief. 

The “ D.Y.S.”’ not only believes it exists, but that 
it is her rightful kingdom from which she is exiled 
for having been born to the wrong parents or having 
married the wrong husband. Cinderella’s Prince 
Charming does not live up to premarital sample. 
Disabling illness of any kind provides an escape 
from reality in to a world which matches her fantasy, 
On her admission to a nursing-home or sanatorium 
she enters her kingdom—or should I say Queendom ? 
Enthroned in bed she gains the power and the glory 
about which hitherto she has only been able to dream, 
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Meticulous service she exacts from all who attend her, 
rewarding here with a gracious word, reproving 
there with queenly displeasure. Visitors, inquiries, 
gifts of flowers and exciting negligées all heighten 
the illusion. Her rapid unpopularity among the 
other patients is, of course, rationalised. ‘‘ The 
other patients dislike me, my dear, simply because 
the doctors make rather a favourite of me,’’ confided 
a Queen Me to a newcomer (who went to the trouble of 
ascertaining if it were true !)—‘‘I have never been 
so neglected in my life,’ she once snapped at a goggling 
floor-maid, and added, skilfully avoiding under- 
statement, ‘‘ But then at home I had seven servants ”’ 
—‘‘ Really, mum, would that be altogether or one 
after another ?’’ innocently asked the floor-maid ; 
and was reported for impertinence. 

Reality has an uncomfortable way of breaking 
through the best fantasies, and when it does the 
time has come to move to another establishment, 
bearing horrific tales of the shortcomings of the last 
one which forced the patient to abdicate. 

Now the striking feature about cases of this kind 
is not that the disease runs a sluggish and protracted 
course, but that all attempts at adjuvant treatment 
seem doomed to meet with failure, Artificial 
pneumothoraces prove unselective ; section of 
adhesions fail to close cavities; sanocrysin therapy 
provokes forbidding constitutional reactions, A 
malign Fate seems at work. A dramatic improve- 
ment once occurred when a husband’s interest was 
found to be straying elsewhere, ,.. But it might 
equally well have caused a dramatic decline, so it 
is not to be advocated. She is after all the victim 
of a disorder more intractable even than her tuber- 
culosis, which is in comparison only a stage-property. 
She is perfectly adjusted to Being an Invalid, so why 
should she get well ? 

* ~ * 

Happily there are other patients whose emotional 
troubles are not so deep-rooted and who do not 
require such a spiritual bouleversement for adjust- 
ment to reality as the ““D.Y.S.”’ would. How can 
they be helped? Should the kind physician sit 
tight on the bank and hope that Time alone will 
work the miracle ? Or should he flounder into the dark 
waters with some sketchy notion of life-saving ? 
Some of us indifferent swimmers feel that we can 
only prove a further embarrassment to those already 
in difficulties. Most of us when we dive into these 
depths are apt to lose our sense of direction and 
emerge in panic, having stirred up more mud than 
we thought could possibly exist. 

There are times when to run along the towpath 
uttering encouraging noises is good therapy, but 
there are also times when we must lend a hand. And 
don’t we hate having to do it ! Hang it all, we argue, 
it is a job for a professional. However there is no 
fully trained psychotherapist at hand, and if there 
were the patient couldn’t afford a series of interviews 
at three guineas a crack ; there are no elderly, saintly, 
unshockable clergy in the neighbourhood, and the 
patient doesn’t hold with this Oxford Group business. 
You have got to be the father-confessor and mediator 
and you realise with a sinking heart that your relation - 
ship to that patient is going to change and get 
completely out of control and to lead you know not 
whither: and further that you are definitely not 
qualified for the job. 

” ” ” 

The whole situation is fraught with difficulty. 
Your specialist in psychological disorders sees the 
patient about his affairs in a certain place and at a 
certain time, and the patient can steel himself for 
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these interviews which are invested with an element 
of ritual. The physician is Confessor, detached and 
superhuman. Such a relationship in matters spiritual 
is difficult enough between a patient and his general 
practitioner whom he may regularly beat at goif: 
with his Sanatorium Physician it is wellnigh 
impossible, They see too much of each other, 
running into each other as they do at every turn in 
the day’s routine. Nobody wants to meet at break- 
fast-time the man to whom he confessed overnight 
that he still masturbates. In fact it is embarrassing 
to both parties—unless they are both ardent Oxford 
Groupers who vied with each other in confession, 
in which case presumably they just go on where 
they left off. ... 

Personally I would rather confess to a saint than 
to a fellow sinner ; just as I would rather not compete 
in a Hernia Show, but would prefer to take my 
modest little affair (if I had one) to someone who 
understood it and could rid me of it. Finding that 
other people were just as bad as I would reassure me 
that I wasn’t so worthless perhaps and might help 
me to lift my head again ; but a saint who understood 
my evil could raise me to the stars, 

* x * 


That is the real trouble—we are not saints. ‘“ Thank 
God,” did I hear a gentleman with his feet on the 
window-sill murmur? My dear Sir, are we agreed 
about our definition of a saint ? 

A saint, I submit, is one who accepts evil as a 
pathological process with no moral itch to heave a 
brick. Man’s blackest cruelties (from the very 
thought of which we recoil sickened) quicken in him 
the same compassion, interest, and desire to heal 
that we feel when confronted with a filthy fungating 
carcinoma of the breast (from which the untrained 
layman would recoil with averted gaze). 

So it looks as if “ sainthood” might be merely a 
matter of training—self-training—and experience. 
And why not? It is perfectly natural for a medical 
student to find the theatre overwhelmingly stuffy at 
his first operation. ... 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
MAY 27, 1939 

Notifications._-The following cases of infectious 
disease were notified during the week: Smallpox, 0; 
scarlet fever, 1694; diphtheria, 732; enteric fever, 
25 (28 ‘‘ expected ’’); pneumonia (primary or influ- 
enzal), 794; puerperal pyrexia, 196; cerebrospinal 
fever, 31; acute poliomyelitis, 5; acute polio- 
encephalitis, 3; encephalitis lethargica, 1 ; relapsing 
fever, 1 (Newcastle-under-Lyme); dysentery, 33; 
ophthalmia neonatorum, 105. No case of cholera, 
plague or typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on June 2 was 3001, which included : Scarlet 
fever, 667; diphtheria, 579 (carriers, 20); measles, 5: 
whooping-cough, 991; puerperal fever, 15 mothers (plus 9 
babies); encephalitis lethargica, 304; poliomyelitis, 4. 
At St. Margaret’s Hospital there were 27 babies (plus 14 
mothers) with ophthalmia neonatorum. 

Deaths.—In 126 great towns, including London, 
there was no death from smallpox or enteric fever, 
2 (0) from measles, 3 (0) from scarlet fever, 21 (4) 
from whooping-cough, 18 (2) from diphtheria, 36 (8) 
from diarrhoea and enteritis under two years, and 
29 (4) from influenza. The figures in parentheses 
are those for London itself. 

Bradford, West Hartlepool, Birmingham and Bristol each 
reported 2 deaths from whooping-cough. Fatal cases of diph- 
theria were scattered over 16 great towns, Liverpool reporting 2. 
Birmingham had 6 deaths from diarrhea, Liverpool 3. 

The number of stillbirths notified during the week 
was 283 (corresponding to a rate of 42 per 1000 total 
births), including 43 in London. 
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LETTERS TO 
INFECTIOUS PRACTITIONERS 
Sir,—I should be interested to hear opinions 
from some of your readers on the ethical position of 
a medical or dental practitioner who knowingly 


allows his patients to catch influenza from him, A 
fortnight ago I went to a dentist. After some ten 


minutes he said casually, “Do you recommend 
fortitude to your patients? I went to bed with a 
temperature of 102° last night—flu, I suppose— 


but J don’t give in to these things. J’m not going to 
have three days in bed.” 

I imagine that no patient could escape catching his 
disease ; I am not susceptible to influenza and have 
never caught it in the ordinary course of my practice, 
I certainly caught it from this man and had to put 
off my patients, both out of duty to them and because 
I was not physically or mentally fit to treat them. 
A week later, when otherwise fitter, I lost my voice, 
which involved a second period of sick-leave, Apart 
from my own suffering, this dentist deliberately 
caused me an appreciable loss of revenue, for which 
I probably have a right of action against him at law. 

What should like to ascertain is the consensus 
of medical and dental opinion about such conduct. 
I cannot imagine the Dental Board recommending 
the erasure of this dentist’s name from the register 
for infamous or disgraceful conduct in a professional 
respect, It seems to me, however, that to subject 
his patients to a risk that is almost a certainty of 
infection by an incapacitating and sometimes danger- 
ous illness is conduct disgraceful in a person who is 
licensed by the state to practise a form of scientific 
therapy. I am, Sir, yours faithfully, 

Wimpole Street, W.1, June 2. PHYSICIAN. 


_— 


SEX-INCIDENCE OF CANCER OF THE STOMACH 


Srr,—I regret that Dr. Baron Russell should have 
misunderstood the statistics (quoted in my lecture 
on cancer of the alimentary tract published in your 
issue of March 11), which lead to the conclusion that the 
incidence of carcinoma of the stomach is as great in 
women as in men when allowance is made for the 
cancer-susceptible women in whom the disease 
attacks the breast and uterus, I shall summarise the 
statistics once again in the hope that they will become 
as convincing to him as they are to me, I should also 
like to draw his attention to the illuminating discussion 
of the question by Dr. W. Cramer in his paper on 
the Prevention of Cancer (Lancet, 1934, 1, 1). 

1, Official statistics show that the total incidence 
of cancer is approximately the same in all countries, 
all classes and both sexes, 


2. According to the Registrar-General’s annual 
statistical survey for 1935 the stomach accounted 


for 16-6 per cent. of the females and 22-5 per cent. 
of the males dying from cancer in Great Britain, The 
same survey shows that the stomach is involved in 
24-9 per cent. of the female deaths from cancer when 
the deaths from cancer of the breast and uterus are 
deducted from the total. This figure closely approxi- 
mates to that for the male deaths from cancer of the 
stomach (22-5 per cent.). 

3. The official Swedish figures give similar results, 
although the frequency of carcinoma of the stomach 
compared with carcinoma in other parts of the body 
is much higher in Sweden than in Great Britain, the 
total incidence of cancer being the same in both 
countries. Thus cancer of the stomach accounts for 
45 per cent, of male deaths and 30 per cent. of female 
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deaths from cancer, but if cancer of the breast and 
uterus are excluded the latter figure rises to 47 per cent. 
4. The combined statistics from New Lodge Clinic 
and Ruthin Castle show that, although carcinoma of 
the stomach occurred in nearly three times as many 
men as women, the stomach was involved in 40 per 
cent, of 160 men and in 38 per cent. (or almost 
exactly the same proportion) of 58 women suffering 
from cancer of the alimentary tract and pancreas. 
I am, Sir, yours faithfully, 
ARTHUR F. 
New Lodge Clinic, Windsor Forest, June 2. 


Hurst. 


THE PULMONARY EMBOLUS 


Srr,—Pulmonary embolism is of such vital and 
universal importance that every surgeon who has 
studied your last issue must be grateful for the fresh 
approach to the subject which the articles in it show, 
and the information which they contain. 

As one who can pretend to no greater interest in 
the subject than must be felt by every practising 
surgeon, I feel some hesitation in suggesting that 
there is yet another standpoint from which it may 
be viewed. Your leading article states that “‘ the 
main hope of reducing the mortality lies in preventing 
the thrombosis.” I think a closer examination of this 
statement is required. A very limited personal 
investigation which I carried out some years ago, on 
lines which were suggested to me by familiarity with 
the work of Mr. Julian Taylor, showed the presence 
of ante-mortem venous thrombi in a very large 
proportion of patients dying of both medical and 
surgical diseases. The details of the investigation are 
out of place in this letter but in essentials it consisted 
of a painstaking search for ante-mortem thrombi in 
the veins of the calf muscles on one side only in 20 
unselected post-mortems. I found such thrombi in 
no less than 6 cases, 3 medical and 3 surgical ; a total 
incidence of 30 per cent. Taking into consideration 
the limited nature of the search it is a fair assumption 
that the actual incidence of venous thrombi in the 
few weeks preceding death is several times greater 
than this figure, and unless the veins of the calf 
suffer from a special propensity to the condition its 
incidence must be something approaching 100 per 
cent. If this is so a treatment which prevents the 
formation of venous thrombi must be something of a 


very revolutionary nature and I wish to suggest 
that our attention may be much more usefully 


directed to the prevention of increase in size of the 
clot once it has formed, 

Those who have had opportunity to observe closely 
the postoperative course of surgical cases know that 
the clinical picture produced by a small pulmonary 
embolus is anything but dramatic, and the statistics 
quoted by Belt suggest that many emboli are actually 
symptomless, Pilcher’s work emphasises that emboli 
are only dangerous to life when they have grown to a 
size which makes obstruction of the pulmonary artery 
&@ possibility. 

It appears to me that these observations have a 
most important bearing on attempts at prevention of 
serious and fatal pulmonary embolism by the use of 
anticoagulants, a subject which has an entirely new 
interest since heparin has been isolated and produced 
on a scale which makes it a practical therapeutic 
agent. A proper trial of heparin in surgical practice 
van only be made if the method of administration is 
such that it can be used as a routine in a very large 
number of unselected cases. Administration which 





begins in the preoperative period and extends over 
the actual time of the operation introduces difficulties 
and risks to which few surgeons care to expose 
routine cases; hence the treatment is commonly 
applied only to those patients who are thought on 
clinical grounds to be particularly liable to the com- 
plication of dangerous embolism. As your leading 
article suggests, records of such cases are practically 
valueless in judging the efficacy of an agent designed 
to prevent a complication which occurs so rarely and 
irregularly. 

I write this letter in order to suggest that full 
clinical trials of heparin administered as a routine 
during the postoperative or clot-growing period 
should be seriously considered—not with a view to 
preventing the formation of small mural thrombi, but 
in order that they may not reach the size at which 
they become a danger to life. 

I am, Sir, yours faithfully, 
Harley Street, W.1, June 5 A. J, GARDHAM, 


THE FUTURE OF PSYCHOTHERAPY 


Srr,—Your report of the annual meeting of the 
Tavistock Clinic (May 20, p. 1171) causes one to reflect 
upon the present state of psychotherapy and to 
inquire whether the profession in its present form 
will ever be able to deal adequately with the psycho- 
neurotic illnesses, 

The facts of the situation are well known. In 
every section of the community chronic neurotic 
illness abounds and claims as its victims many who 
would respond to early intensive psychotherapy. Yet 
despite the seriousness of the situation, no adequate 
attempt has been made to provide treatment for 
patients suffering from such conditions, and the 
majority of neurotic patients receive little or no 
specific treatment, owing partly to the small number 
of practitioners equipped to give such treatment and 
partly to the insutlicient hospital accommodation 
available. Even in London, where psychotherapy is 
more actively practised than anywhere else in the 
country, a hospital patient often has to wait six 
months before treatment can be commenced, 

Such is our problem, It is a problem the solution 
of which is inherently difficult, for one of the basic 
principles of the profession proves inadequate when 
the psychoneuroses have to be dealt with. This 
principle is that the specialist treats his poorer 
patients either freely or for modified rates of remunera- 
tion, while his richer patients provide the greater 
part of his income, Hitherto this arrangement has 
worked moderately well for it has been possible for 
the practitioner to treat a large number of poor 
patients, while depending for his income on a small 
number of richer ones, Psychotherapy, however, is 
peculiar among the branches of medicine in that the 
number of patients a practitioner can see is very 
much smaller than in any other specialty. If psycho- 
therapists are going to make adequate incomes from 
private patients it means that many poor patients 
will be left untreated owing to the exigencies of time. 
At present, psychotherapists will only be forthcoming 
when they can be assured of a fairly safe livelihood in 
the specialty, but if there yet remain large numbers of 
untreated neurotic patients, surely it is our duty to 
find ways and means of providing them with the 
necessary treatment. 

The British Medical Association meets the situation 
by the retrograde step of recognising lay people who 
have taken a two-year course in psychotherapy. But 
such action is dangerous. The clergy, upon whom 
the council of the B.M.A. especially smiles, are, as a 
body, particularly unsuited to be psychotherapists ; 
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for a more inhibited, repressed group of people it 
would be difficult to find. The fact that most of 
them fervently believe in the Pauline antithesis of 
the Flesh and the Spirit is enough to preclude adequate 
psychotherapy on their part. 

The suggestion made in your issue of April 15 
(p. 822), and at the annual meeting of the Tavistock 
Clinic, that psychological treatment should be 
scheduled as an approved benefit represents a 
valuable step in the right direction, but it would not 
take us nearly far enough. The more one ponders 
the fate of our neurotic patients, the more one realises 
that only within some form of State medical service 
will they be able to obtain adequate treatment ; for 
only under such a service will it be possible to train 
a sufficiently large number of psychotherapists who 
can give their undivided attention to their patients, 
untroubled by the need of making the rich pay 
for the poor, 

Critics of socialised medicine may justly point out 
that little advantage has been taken by local 
authorities of the provisions of the Mental Treatment 
Act, 1930, by which they may set up outpatient 
clinies for psychological treatment. It is also true, how- 
ever, that such efforts of the local authorities are, with 
a few notable exceptions, almost the only ones which 
have been made, and that without them the neurotic 
patient would be even worse off than he is today, 
Unfortunately the mere mention of a State medical 
service is sufficient to rouse our antagonism ; and yet 
surely the criterion by which we should judge any 
form our profession may take is its ability to look 
after the welfare of our patients. Today the majority 
of neurotic patients are being left untreated. This 
cannot continue indefinitely ; for unless the present 
system can be adapted to solve the problem, forces 
outside the profession will find a solution for us, 

I am, Sir, yours faithfully, 
A. M, SPENCER, 

Banstead Hospital, Sutton, Surrey, May 27. 


INFANTILE DIARRH@A 


Srr,—I have been much interested in Dr, Smellie’s 
Ingleby lectures and in his analysis of 500 cases 
of infantile diarrhoea which appeared in your issue 
of April 29. It is quite true, as he points out, that 
we are not so much concerned with summer diarrhea 
as with cases of diarrhoea and vomiting at any time of 
year. There is great difficulty sometimes in discover- 
ing the cause of this condition and I agree with him 
when he says that, ‘“‘the relationship between 
infantile diarrhoea and parenteral infection has not 
yet been elucidated ; it is suggested that sometimes 
this infection is the cause, but sometimes it is the 
consequence,” In my work for the public-health 
authority in the homes of North Kensington I can 
say that parenteral infection is more often a con- 
sequence than a cause of infantile diarrhwa, and that 
dietetic errors are still responsible for a considerable 
proportion of the cases, and that if these are not 
promptly dealt with in the home the child’s resisting 
powers to all forms of infection is soon lowered, 

I started this work fourteen years ago as a prophy- 
lactic measure and particularly to prevent these 
cases being sent to hospital. Directly they have been 
notified, or even before notification, the district 
nurse visits the child and stops all food for 24 hours 
and orders half-normal saline to be given by the 
mouth ; a baby three months old, if allowed to drink 
as much as it wants, will consume one pint of fluid in 
24 hours. The next day Horlick’s malted milk is given 

three teaspoonfuls to three ounces of water every 


three hours—and in this manner about 270 calories 
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are absorbed per diem. The nurse also washes 
out the bowel with normal saline once a day while 
the diarrhoea goes on. No drugs are given to stop 


the diarrhoea in acute cases. After five or ten days, 
if the child is going on well, one teaspoonful of Cow 
and Gate half-cream is added to the malted milk, 
and if no vomiting occurs in two days’ time another 
teaspoonful of dried milk is added. Every two days 


more dried milk is added and the malted milk 
diminished until a normal diet is attained; but 
extreme caution is necessary in increasing the 


quantities of dried milk, and small feeds have often 
to be given for a long period until the intestinal tract 
becomes normal, 

In the case of breast-fed infants suffering from 
diarrhea and vomiting the breast milk is stopped 
for 24 hours and the child is given half-normal saline 
by the mouth. The bowel is not washed out in these 
cases, The next day the breast is given as usual and 
if the diarrhea continues a dose of bismuth and 
chalk is given between the feeds three times a day. 
I have never found it necessary to stop breast-feeding ; 
even in cases where blood and mucus was passed 
with the motions and the child screamed during the 
night doses of bismuth four times a day have always 
cured this condition, The only death that occurred 
in a breast-fed infant was in a child two months 
old who died from otitis media, 

During the past year the nurses attended 127 cases, 
of which 30 were severe. Only 2 died out of 17 
sent to hospital. There were 63 deaths in the 
borough from enteritis, Since 1924 the nurses have 
attended 1478 cases in their homes and the total 
number of deaths among these was 52, making a 
case-mortality of 3-5 per cent. 

Infantile diarrhoea is infective only to infants of 
about the same age. This accounts for the good 
results obtained when the child is treated at home 
even when suffering from parenteral infection and it 
also accounts for the bad results seen in hospital 
wards filled with children of the same age. I often 
hear it said that a child suffering from enteritis 
should be removed from its dirty surroundings, but 
my results prove that this is quite a mistaken idea, 
I have never sent an enteritis child into hospital 
unless it was absolutely necessary as in the case of 
toxic vomiting. To send a child early into hospital 
is very bad practice and only tends to increase the 
already unnecessarily high death-rate from enteritis. 

I am much interested in Dr. Smellie’s figures of 
‘*375 infants under the age of nine months only 


154, or 41 per cent., had been breast-fed for a 
month or more. The mortality-rate in this group 


was 25-9 per cent., which contrasts with a mortality- 
rate of 76-6 per cent. in those who had never been 
breast-fed. Thus, although there was not a great 
deal of difference in the incidence of gastro-enteritis 
in partially breast-fed and in entirely artificially 
fed infants, the mortality-rate in the latter group 
was more than three times greater than in the former,”’ 
I find it makes a difference in the rapidity in which 
a child recovers from his attack of enteritis whether 
he has been breast-fed or not for any period previous 
to his attack. 

Finally, I should like to refer to the 90 infants who 
developed signs of parenteral infection after admission 
to hospital, Of these 65 died, giving a death-rate 
of 72-2 per cent. After this tragic record of infection 
in hospitals it is refreshing to hear that the new 
babies’ block of the Birmingham Children’s Hospital 
is being equipped with small cubicles in which each 
infant will be isolated and the nursing and other 
arrangements have been designed to prevent all 
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extraneous infection or cross-infection among the 
babies in the hospital. I have found that the 


examination of the stools bacteriologically has not 
been very helpful. The report in some of the worst 
cases is invariably that no pathogenic organism is 
present, except in the case of dysentery ; but Sonne 
dysentery can usually be diagnosed clinically except 
in the case of carriers, 

I feel certain that if the profession would face this 
problem with determination and treat these cases in 
their homes the death-rate from enteritis from what- 
ever cause would rapidly diminish. 

I am, Sir, yours faithfully, 
Kensington, June 2. RONALD CARTER, 


SUNSHINE AND MENINGITIS 
Sir,—Dr. N. L. Corkill in your issue of May 27, 
from his experience of epidemics of meningococcal 
meningitis in the Sudan, suggests that the relevant 


climatic factor initiating these epidemics is the 
‘“‘ seasonal advent of heavy ultraviolet irradiation,” 
In the summers of 1934 and 1935 I saw several 


cases in hospital and private practice, of simple 
serous Meningitis (acute aseptic meningitis), in which 
there seemed to me a clear history of excessive 
exposure to sunlight. I was so impressed by this 
that I wrote to two experts in tropical diseases to 
ask them if a meningeal reaction was characteristic 
of sunstroke. They both replied that it was not, 
either clinically or at post mortem. My enthusiasm 
for my theory was weakened, but it was not com- 
pletely dashed, and I discovered in the literature of 
this benign form of meningitis that there was a large 
epidemic in France in the summer of 1910—the hottest 
of pre-war summers, In the last three years I have 
not seen any cases and from what my friends tell me 
there have been few. The last three summers have 
been sadly lacking in heavy ultraviolet irradiation so 
that my theory has been forgotten, even by myself. 

I hope some young man who has a turn for 
statistical inquiry, and is looking for a subject for 
research, may one day prove to ardent sun-bathers 
that it is possible to have too much, even of a good 
thing, I am, Sir, yours faithfully, 
DOUGLAS 


Derby, June 5. HUBBLE 


DAYLIGHTING STANDARDS IN WORKSHOPS 


Sir,—I was much interested to see Mr, G. B. J. 
Athoe’s letter in THE LANCET of May 20. When the 
Shops Act was under consideration I was concerned 
with the question of natural daylight for shops. The 
complete absence of any standard was a difficulty ; 
but one could have worked to an empirical and 
ordinarily reasonable standard, at any rate to start 
with. There is apparently little incontrovertible 
evidence that natural daylight is essential to man, 
although that would appear to be mere common sense, 
and much good has been done in other directions 
without waiting for complete scientific proof of the 
necessities. However, the main difficulty was that 
in the Shops Act the mere establishment of a 
standard would have been sufficient legally to put 
one completely out of court in trying to secure 
improvement in this direction, This is a truly 
Gilbertian position which should be altered as soon as 
possible. The new Factory Act envisages the possi- 
bility of setting standards for the lighting of factories 
and workshops, and similar steps should be taken for 
shops in which large numbers of people are employed, 
I am, Sir, yours faithfully, 

V. F. Sooruitt, 
M.O.H. and S.M.O., Norwich 


May 31. 
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STORED BLOOD 


Sir,—Various methods have been advocated for 
the storage of human blood, for use in transfusion, 
We have, in this department, made comparative tests 
of some of these methods in collaboration with Drs,8,N. 
Farmer and M. E. Yuill. So far our experiments are few 
in number, and the results no more than suggestive ; 
but, in view of the interest at present attached to the 
matter, we feel that even in this form they may be 
of value to your readers. 

The principal questions to which answers have 
been sought are (a) how is the normal oxygen- 
capacity of the blood best preserved; (b) what are 
the most favourable conditions for preventing hzemo- 
lysis; and (ce) can the bactericidal power of stored 
blood be artificially maintained, or even augmented ? 
In addition certain other miscellaneous observations 
have been made on changes in blood during storage. 

In so far as the first two questions are concerned 
the chief conditions varied have been (1) state of 
oxygenation and (2) nature and amount of anti- 
coagulant solution employed. The experiments have 
been carried out on blood obtained from eight normal 
volunteers and the maximum duration of storage has 
been 27 days; the temperature of storage has been 
about 2° C. throughout. Each sample of about 
400 c.cm. of blood was drawn into the appropriate 
anticoagulant fluid and an aliquot portion was trans- 
ferred to a 1/3 pint milk bottle fitted with an arrange- 
ment which permitted storage under 15 lb. pressure 
of nitrogen and periodic sampling without opening 
the bottle; the remainder of the blood was fully 
oxygenated and stored similarly under 15 Ib. pressure 
of oxygen. With one exception, the sub-samples 
of blood remained sterile throughout all the 
experiments. 

The main conclusions from the chemical study are 
as follows. (1) In order to prevent delayed formation 
of small clots the final concentration of citrate in the 
stored blood should be 0-35 per cent. (2) The state 
of oxygenation makes little or no difference to the 
keeping qualities of blood ; oxygen-capacity has been 
well maintained in all samples. (3) Dilution is highly 
advantageous in delaying hemolysis. (4) We can 
observe no improvement on addition of me znesium 
sulphate and potassium chloride to the anticeagulant 
solution as in “I.H.T.”; there is a suggestion that 
addition of glucose to 0-1 per cent. final concentra- 
tion may delay hemolysis somewhat, but we do not 
regard this point as securely established. 

No significant effect of any of the variations in 
conditions has been observed on the viscosity or 
plasma pH of the stored blood, nor has the fragility 
of the erythrocytes towards mechanical shaking been 
affected by the mode of storage. The citrate content 
has shown no diminution. The possibility of the 
liberation of vasodilator substances from the blood 
during storage has been considered; we have not 
been able to detect any diffusible substances of this 
character in blood stored for more than four weeks. 

As regards the third question, bactericidal power 
has been tested by mixing graded inocula of a virulent 
group A Streptococcus pyogenes with 1 c.cm. samples 
of blood, the mixtures being held at 37° C., and tested 
at two hours, one, two, four, and six days. Under 
these conditions, no 1 ¢.cm, specimen of citrated 
blood was capable of killing streptococci in numbers 
as small as 5. But blood to which 0-05 to 0-06 per 
cent. sulphanilamide was added killed up to 500 cocci ; 
bacteriostasis of inocula up to 5000 was maintained 
for three days after which free multiplication took 
place. Sulphanilamide conferred this degree of 
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killing-power on bloods stored for periods up to 
twenty-six days. 

Sulphanilamide may be added to the blood 
before storage. In concentrations of 0-05 per cent. 
it had no deleterious effect on the blood, and 
there was no diminution in sulphanilamide content, 
as estimated by the usual methods, over a period of 
fifteen days. Cocci added to stored sulphanilamide 
blood neither died nor mutiplied in fifteen days at 
2° C., but 1000 per c.cm. were killed if the chilled 
blood was incubated for two days at 37° C. 

The nature of the diluent and the degree of 
oxygenation had no appreciable effect on bactericidal 
power. It follows that sulphanilamide in concentra- 
tions of 60 mg. per 100 c.cm, has no effect on Str. 
pyogenes in the cold, but at temperatures at which 
the cocci can multiply, it has a pronounced bacteri- 
cidal effect. The concentration is not high enough to 
be toxic for the recipient of the blood, It is of 
interest that sugar disappeared much more slowly 
from blood which had been stored with sulphanil- 
amide than from normal blood. 

As the result of these experiments, it appears that 
the best treatment for blood which is to be stored 
is dilution with half its volume of saline containing 
1-05 per cent. citrate, 0-3 per cent. glucose and 0-15 
per cent. sulphanilamide. The temperature of the 
storage should be 2°-4° C. Under these conditions we 
believe that blood can be kept in a satisfactory 
condition for periods up to fourteen days. 

In a private discussion of this work two criticisms 
have been made: (1) prolonged contact with india- 
rubber bungs may have a deleterious effect on blood ; 
(2) blood proteins may be modified by contact with 
sulphanilamide so as to become a sensitising antigen. 
The blood in our experiments was stored in rubber- 
stoppered vessels, and, as far as we could see, did 
not suffer from this procedure. With regard to the 
second point, we see no reason to suppose that a 
substance of the chemical constitution of sulphanil- 
amide is likely to link with proteins in such a way 
as to modify their antigenic properties ; moreover, 
the rarity with which symptoms possibly referable to 
specific hypersensitive states arise in sulphanilamide 
therapy is a confirmation of this view. 

We are indebted to Mr. W. H. G. Jessop for 
bleeding the volunteers. 

We are, Sir, yours faithfully, 
C. R. HARINGTON, 
A, A. MILEs 


Department of Pathology, University College 
Hospital Medical School, W.0.1, June 6. 


PLACENTAL INFARCTS AND TOXAMIA 


Srr,—A sentence near the end of a leading article 
last week (p. 1272) is, I think, misleading. It reads : 
“On general grounds it cannot be denied that 
toxemia is quite likely to be the result of abnormal! 
placental activity.” Would you allow me to express 
my opposition ? Here am a few of my reasons. 

1. Infantile convulsions (due to faulty feeding, &c.) 
are examples of fulminant eclampsia occurring in the 
non-pregnant. 

2. The toxemia of pregnancy is simply acute 
Bright’s disease in the pregnant; it differs from the 
disease in the non-pregnant only in the time of its 
development. The blood changes are so similar 
that the non-pregnant condition has been referred 
to as “‘ pseudo-eclampsia.” The differences in the 
liver are not so marked as is supposed: the hemor- 
rhagic state in eclampsia is no more related extio- 
logically with eclampsia than is a bruised face a 
causal factor in fracture of the skull. As a matter of 
fact, the changes in the liver, in the earlier stages, 
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whether the individual be 
unknown. 

3. Acute yellow atrophy occurs in the non-pregnant. 
There is no placenta in the non-pregnant. That is 
obvious ; but at times it seems necessary to state— 
and, in this question, restate—the obvious. 

4. The toxemia of pregnancy occurs in women 
in whom the placenta is not infarcted. 

5. “ Death of the foetus may be associated with 
survival of the placenta, and yet there may be no 
toxemia’”’ (an earlier sentence in your leading 
article). 

6. Retention of a dead, a stinking, placenta is not 
a cause of the toxemia of pregnancy. 

7. Malignant disease of the placenta 
epithelioma—even with metastases 
associated with and does not 
pregnancy. 


pregnant or not, are 


chorion- 
present, is not 
cause the toxemia of 


It would thus seem that a placenta, infarcted or 
rot, living or not, sterile or not, non-malignant or 
not, can be confidently excluded as a cause of the 
toxemia of pregnancy. 

I am, Sir, yours faithfully, 
tugby, June 3. R. H. PARAMORE, 


WOMEN ON THE G.M.C. 

Sir,—As a constant observer of the General Medical 
Council, I think it would be improved if it included 
women members. Apart from the instances which 
Dame Janet Campbell gives, a considerable number 
of the complaints against doctors into which the 
council inquires concern sexual irregularity, and in 
such inquiries a woman practitioner might make a 
special and valuable contribution to the council’s 
decision. The best type of woman representative 
would probably be a married woman of early middle 
age who. had considerable experience in general or 
consulting practice. Such a practitioner would be 
more likely to be a candidate for direct representation 
than for nomination by a licensing body. The Medical 
Women’s Federation are probably right in their 
estimate of the obstacles to the choice of a woman 
as a@ member of the council. While wishing them 
success in their task of persuading the profession 
to elect at least one woman member this year as a 
direct representative, I think that any statutory 
amendment of the constitution of the council should 
provide that a certain proportion of its members 
should be women. I confess I do not quite see what 
form this provision could take. It would be imprac- 
ticable to force any licensing body to appoint a 
woman representative, and it would not be fair to 
enact that some of the (at present) few direct 
representatives should be women. The best arrange- 
ment might be, Sir Henry Brackenbury has 
suggested, to group the licensing bodies for purposes 
of representation and to increase the direct repre- 
sentation to about half the strength of the council. 
It would then not be unfair to direct that some of 
this larger body of direct representatives should be 


as 


women, I am, Sir, yours faithfully, 
DD, Harcourt KItTcHr, 
June 3. Barrister-at-Law. 


VOMITING DURING CHEMOTHERAPY 
Srr,—The following case illustrates the need for 
caution in the use of remedies that are still to some 
extent on trial. 


An Indian male, aged about 33 and otherwise 
healthy, was admitted with acute septic gingivitis 
and dental abscess. In the hope that the acute 


condition might subside a little before any extractions 
were undertaken, and because bacteriological exam- 
ination of the mouth showed streptococci and other 
cocci, he was given a short course of M. & B. 693. 
The dose was six tablets on the first day, four on the 
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second day and two on the third day. It was intended 
to continue with small doses for another day or two, 
but after the third day’s dose he complained of a 
burning sensation in the throat and chest and was 
seized with such uncontrollable vomiting that for 
three days and nights he was unable to retain anything 
taken by the mouth—not even a teaspoonful of iced 
water. Although he eventually recovered, his condi- 
tion for a time was extremely serious. 

No cause for the vomiting could be found; the 
Wassermann test was negative and the urine contained 
no albumin nor sugar. No drug was given other than 
M. & B. 693. We could only ascribe the condition 
to an extremely acute form of the not-uncommon 


toxic gastric effect of this drug, usually manifest 
only in nausea. 
Although the condition of the patient’s mouth 


showed some improvement, this was a case in which 
the disadvantages of the remedy far outweighed its 
advantages, and such an unpleasant experience is 
quite enough to make one pretty wary of using it in 
future. It is not easy to explain to relatives that 
one has unfortunately poisoned a patient; and we 
were very nearly placed in this awkward situation, 
We are, Sir, yours faithfully, 
L. A. P. ANDERSON, 
U. C. Datta, 


Shillong, Assam, May 23. Assam Medical Service. 


BRONCHOGRAPHY 

Srr,—We were interested in Dr. Philip Ellman’s 
article on the introduction of an iodised oil into the 
tracheobronchial tree, which appeared in your issue of 
Feb. 25. We have successfully employed the pernasal 
method he describes in about 250 cases since 1935. 
A short report of our technique, which, like Ellman’s, 
is a modification of Forestier’s, was published in the 
Indian Medical Gazette in 1936 (71, 450). 

We agree with Ellman in considering the pernasal 
method to be the simplest of all, as it requires no 
special instrument or apparatus. It is foolproof and 
devoid of any danger. 

We are, Sir, yours faithfully, 
R, VISWANATHAN, 


Vizagapatam, May 24. P, KESAVASWAMY, 


ASPIRIN AS A POISON 


-Your annotation last week caused me to 
turn up an article in the March, 1938, number of a 
monthly paper called Good Lines: The Commercial 
Travellers’ Magazine which I came across in the 
writing-room of a provincial hotel. A paragraph 
headed ‘“‘ The Jitters Drug’ runs as follows : 


SIR, 


‘*In some countries restrictions are imposed on 
the sale of Aspirin, but in our own country its sale 
enjoys a freedom from restraint which has alarming 
possibilities. Aspirin tablets may be bought in 
sweet shops and public houses, from door to door 
hawkers and from slot machines. It is estimated that 
three thousand million (3,000,000,000) aspirin tablets, 
under one name and another, are sold each year in 
Great Britain; indeed the use of aspirin is more 
common in this country than chewing gum is in the 
United States where, with a population thrice as 
large as our own, four and a half thousand million 
pieces of gum were chewed last year. The use of 
aspirin by the people of Great Britain has thus 
reached alarming dimensions; it is considered by 
some thoughtful observers that the nation is over 
aspirinated and indeed there are some who attribute 
that new malady, appropriately termed the * Jitters,’ 
to the wholesale absorption of a drug whose sale in 
this country is so flamboyantly encouraged. The 
time may come when our own legislature will follow 
the example of the law makers in some other countries 
and place restrictions on the traffic in a grossly 
abused drug. Its sale should at least be confined to 











qualified chemists and some note of warning given 
as to the morbid effects which its misuse may entail.’ 
Inquiries I have made tend to confirm this 
appalling estimate of the quantity of aspirin consumed, 
As you well say, there is room for discretion in the 
use of this drug ; at present there appears to be none, 
I am, Sir, yours faithfully, 
London, June 5 ** AVICENNA.” 


AUSTRALASIA 


(FROM OUR OWN CORRESPONDENT) 


THE NATURE OF VIRUSES 


{ DISCUSSION on virus diseases at the Canberra 
meeting of the Australian and New Zealand Asso- 
ciation for the Advancement of Science resolved itself 
largely into a controversy as to whether viruses 
should be considered as independent living organisms. 
Dr. F. M. Burnet (Melbourne) maintained that they 
should, and that the present definition of viruses as 
particulate agents of disease smaller than bacteria 
and capable of being grown only on the living cells 
of a host made it difficult to believe that there were 
any natural biological divisions between the micro- 
organisms of disease. He pointed out that certain 
strictly parasitic bacteria could not be grown apart 
from living cells, while among the larger “ true’ 
viruses there were many features of resemblance to 
bacteria, 

The nature of viruses, he said, could be examined 
from three points of view—physiochemical, prag- 
matic (by seeking the working hypothesis best suited 
to the practical needs of the virus, the research 
worker, the clinician, and the veterinary or plant 
biologist) and evolutionary. Complete physiochemical 
formulation of even the simplest virus was not likely 
to be attained for some time. From the evolutionary 
standpoint it was possible that the virus was a patho- 
logically active fragment of the cell it parasitised, 
that it represented a surviving form of a precellular 
stage of evolution, or that it was a specialised or 


PANEL AND CONTRACT PRACTICE | 


Scotland 


THE annual report of the Department of Health 
for Scotland just published shows that the number 
of separate cases of incapacity during the year ended 
June, 1938, was 417,000, the number of days of 
incapacity was 25,875,000, and 31,000 insured persons 
were incapable of work throughout the entire year. 
The total number of insured persons (excluding 
100,000 juveniles) was 2,244,000. Compared with 
1936-37, when there was an abnormally large volume 
of incapacitating sickness, 1937-38 produced about 
60,000 fewer cases and 750,000 fewer days of 
incapacity, in spite of an increase of some 3 per cent, 
in the insured population. Unlike the previous year, 
the period under review was free from any epidemic 
of influenza, A relative improvement is also to be 
seen in the number of “all-vyear’’ or “ chronic” 
cases of incapacity, these showing an increase of 
about 1 per cent., the smallest annual increase yet 
recorded, 

The special inquiry into the problem of chronic 
incapacity was continued throughout the year, and 
all cases in which incapacity had continued for 
thirteen weeks and was still continuing were reported 
to the department by approved societies, the total 
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degenerate descendant of a larger parasitic micro- 
organism. Dr. Burnet favoured the last hypothesis ; 
it not only provided an explanation of the graded 
series from bacteria to the smallest viruses but also 
fitted in with the fact that the more highly parasitic 
bacteria were harder to grow in vitro, produced more 
specific types of disease, and showed a greater tendency 
to intracellular growth. With the development of 
complete parasitism viruses had lost to a greater or 
less extent their complement of enzyme, and now 
made use of the enzymes and activated molecules of 
the host cell. The types of virus now in existence 
represented various stages in this process of parasitic 
degeneration, 

Mr. R. J. Best (Adelaide) contended that viruses 
represented a surviving form of primordial living 
matter. Many plant viruses and at least one animal 
virus had been isolated as proteins, and virus particles 
had now been obtained which were actually smaller 
than some protein molecules. The virus protein 
when isolated did not show properties particularly 
different from any other protein body, and no 
phenomena to suggest that it was living, but when 
placed in a suitable environment it constituted an 
independent living system which metabolised and 
developed at the expense of the normal metabolism 
of its host. He pointed out that we now recognise 
viruses only by their biological activity in their host 
organism, so that if virus proteins exist in non-living 
environments we have no method of recognising 
their existence. 

A NEW SCIENTIFIC JOURNAL 

The Australian National Research Council, in 
effect a committee of the Australian and New Zealand 
Association for the Advancement of Science, has 
begun publication of the Australian Journal of Science. 
The journal is on the lines of Nature and will appear 
bimonthly. It will include short advance sum- 
maries of research; periodical accounts of recent 
work in various branches of science ; book reviews ; 
proceedings of scientific societies ; doings in Australian 
universities, museums, &c.; current news; and 
personal information and correspondence, 


being 23,736. In most of these a clinical report was 
obtained from the insurance practitioner concerned, 
and in nearly 5000 of them a special examination 
of the patient was made by one of the depart- 
ment’s medical officers or by a consultant, The 
reports from practitioners provided valuable data 
on such subjects as the use made of diagnostic and 
consultant services, the extent to which such services 
fall short of the needs of particular areas, and the 
volume of cases in which incapacity is due to more 
than one cause. 

The number of cases referred to the R.M.O.’s was: 
as to incapacity, 41,118 by societies and 748 by 
doctors ; as to state of health, 1228 by societies and 
185 by doctors; a total of 43,279. Of the cases 
examined the doctors’ certification was upheld in 
19,967 cases (46-1 per cent.), and in 6610 (15-3 per 
cent.) was reversed. Of the cases not examined 
3144 were presumed incapable of work, in 9829 
(22-7 per cent.) a final certificate was issued, 3424 
failed to attend for examination and 305 were not 
examined for other reasons. The percentage of 
cases in which the doctors’ certification was upheld 
was the same as in 1937, but the cases reversed 
were less by 0-6 per cent. The total cases referred 
by approved societies again showed a decrease, being 
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2328 less than in 1937 and 6470 less than in 1936. 
There were also fewer references by doctors who desired 
a second opinion. Two factors have had an effect 
on references: first, the total volume of incapacity 
and the frequency of the cases have both shrunk 
substantially as compared with the previous year, and 
secondly, the investigation being carried out into 
the nature and causes of long-term incapacity probably 
makes the reference of many cases of this type 
unnecessary, 
THE MEDICAL SERVICE 

In 1938 there were 2010 insurance practitioners in 
Scotland, compared with 2025 in 1937 and 2040 in 
1936. Thesmall decrease is almost entirely accounted 
for by the withdrawal of a number of practitioners 
from the Glasgow medical list on their becoming full- 
time poor-law medical officers under the Glasgow 
corporation. 

Only 19 complaints against doctors were formally 
dealt with during the year, and in 11 cases sums 
totalling £144 were withheld. The cases were 
6 of irregular issue of certificates of incapacity, 3 of 
failure to furnish reports to the R.M.O., 1 of irregular 
issue of prescriptions, and 1 of issue of a “‘ repeat ”’ 
prescription, Of the remaining 8 complaints, 4 of 
negligence on the part of the doctor in failing to 
visit the patient or diagnose the complaint, and 
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1 of the irregular issue of certificates of incapacity 
were held not to have been proved, and another 
certificate case was dealt with by a warning to the 
doctor. A complaint that a doctor had rendered 
an account for a proprietary medicine supplied 
was not proceeded with on the doctor's agreeing to 
withdraw the account. The last case was one of 
inadequate waiting-room accommodation, 

The cost of medical benefit and its administration 
is limited under the act to 13s., and for 1938 the rate 
charged was 12s. 5d., the increase of a penny over 
the rate in previous years being necessitated by 
increases in the expenditure on medicines and in 
departmental expenses. The balance of 7d. remains 
in the benefit funds of approved societies and increases 
their valuation surpluses, 

In spite of the increase in the number of persons 
entitled to medical benefit, the cost of drugs and 
appliances prescribed was only slightly more than in 
the preceding year, the figures being £185,400 for 
1938 and £181,647 for 1937, and the average cost 
per person receiving drugs through chemists 24-16d. 
and 24-58d. respectively. This was accounted for 
by the relative freedom of 1938 from epidemic illness. 
During 1938 twelve doctors were surcharged for 
extravagant prescribing as compared with twenty 
in 1937. 


~ OBITUARY 


FREDERICK SWINFORD EDWARDS 
F.R.C.S, 

Mr. Swinford Edwards, who died at his home in 
London on May 29, had outlived his contemporaries, 
Fifty years ago he was already well known as a 
surgeon and a pioneer in the surgical treatment of 
the lower bowel. Son of L. F. Edwards of the 
Cedars, Mitcham Common, he was born in January, 
1853, and educated at Dulwich College, afterwards 
studying at Leipzig and Stuttgart. In 1871 he 
entered the medical] 
school of St. Bar- 
tholomew’s Hos- 
pital, where he 
gained many dis- 
tinctions, including 
the Foster prize. 
After qualifying in 
1875 he became 
demonstrator in the 
dissecting-rooms, a 
post apt to lead to 
a surgical appoint- 
ment, but having 
in 1880 been 
appointed assistant 
surgeon to the West 
London Hospital, 
and having in the 
following year 
joined the staft of 
St. Peter's Hospital and in 1884 that of St. Mark’s 
Hospital, he dropped out of the running at Bart’s. 
For many years he practised as a general surgeon 
and it was after successful collaboration with Sir 
Alfred Cooper in a well-known book on diseases 
of the large intestine that he began to pay special 
attention to the rectum, anus and sigmoid colon. 
A later edition of this book in 1908 bore the name 
of Swinford Edwards alone and embodied his almost 
unique experience in this department of surgery. 








He was the first in this country to treat hemorrhoids 
by injection instead of cutting them away, thus 
saving the patient a great deal of pain, expense, and 
time. It was characteristic of him that his manipula- 
tions were all gentle. In the process of time, when 
he did less surgery, his time was still filled up as a 
member of the board of management of each of the 
hospitals on which he had served. He was a diligent 
attender of the West London Medico-Chirurgical 
Society and became its president. He also became 
an hon. fellow of the American Proctologic Society 
and corresponding member of a number of conti- 
nental medical societies. In private life he was an 
enthusiastic freemason, founder and past-member of 
the Rahere and Cavendish lodges; through this 
medium he was able to do much for disabled soldiers 
in the late war. He had not much time left for 
recreation but played a sound game of golf. He was 
regular in attendance at St. Mary’s, Berkeley Square, 
where his funeral service was held. He married 
Evelyn Dudley Driver who survives him with two 
daughters, of whom the younger is on the board 
of management of the West London Hospital 


JEAN RENE PERDRAU 
M.B. LOND 


Dr. J. R. Perdrau was born at Port Louis, Mauritius, 
on Aug. 18, 1883. He died, after a brief illness, 
in Guy’s Hospital on May 29, 1939. He was educated 
at the Royal College School and College, Mauritius, 
where he took three scholarships. He won an 
entrance scholarship at Guy’s Hospital medical 
school in 1903 and graduated in medicine in 1909, 
Thereafter almost the whole of his life was devoted 
to the study of the pathology of nervous disorders. 

After some time at the Devon Mental Hospital 
(1909-11) and the Dorset Mental Hospital (1911-16) 
he returned to London and early in 1916 became 
assistant medical officer and pathologist to the 
Lambeth Hospital, where in addition to the routine 
pathological duties of a large hospital he found 











time, as opportunity offered, to continue his studies 
of lesions of the central nervous system. There also 
he began his study of herpetic encephalitis—a subject 
which was destined to interest him for many years. 
\t that time it was quite unusual for a poor-law 
hospital to have a complete pathological depart- 
ment; at Lambeth Perdrau developed this, and 
added an active section for experimental research. 
Under the modern London County Council system 
his pathway would have been smoother, but perhaps 
his work would have been less fruitful and developed 
differently, Early in 1926 Perdrau joined the staff 
of the Medical Research Council, and became free 
to devote the whole of his time to research. At 
the institute at Hampstead he continued the good 
work he had begun at Lambeth, and though the 
experimental approach to the study of nervous 
diseases was always kept to the front he did not 
neglect careful and very thorough microscopic 
examination of all research material. He patiently 
accumulated through the years a very fine collection 
of microscope slides illustrative of a large number of 
lesions of the nervous system, 

Of the 41 publications which stand to his name, 
either alone or jointly with others, perhaps the most 
important are those dealing with encephalitis— 
notably herpetic encephalitis and encephalitis 
lethargica, It is largely owing to the work of 
Perdrau and da Fano that we have experimental 
evidence that encephalitis lethargica is due to a 
modified herpes virus acting in the brain of a person 
who possesses partial immunity to that virus. This 
view is not yet accepted by everybody, but the 
evidence in its favour cannot be ignored, and it is 
now becoming clearer that a few viruses, at any rate, 
may persist in immunised animals for months, 
Perdrau has abundantly demonstrated that this 
may happen with herpes virus. 

Perdrau was a valued member of the committee 
on vaccination appointed by the Ministry of Health 
and the Medical Research Council in 1926, and in 
1928 he published a paper on postvaccinal encephalitis 
describing the characteristic perivascular areas of 
demyelination encountered in this disease, He 
compared his findings with those previously recorded 
by others in nervous disorders complicating small- 
pox, measles, and those developing in the course of 
antirabic inoculation (Pasteur treatment), With 
L. P. Pugh he studied the pathology of disseminated 
encephalomyelitis of the dog and with S. Zuckerman 
a case of Schilder’s encephalitis periaxialis diffusa 
in a rhesus monkey—two further examples of diseases 
showing demyelination. In collaboration with C. 
Todd, Perdrau did some interesting work on the 
photodynamic action of methylene-blue on viruses 
and bacteriophages. They showed that certain 
viruses inactivated in this way formed surprisingly 
efficient vaccines and they utilised this methylene- 
blue technique in a study of the relationship between 
a number of viruses and their host’s cells. With 
I. A. Galloway he studied the intranasal infection of 
monkeys with louping-ill virus, and independently 
he pointed out the close similarity of the lesions 
produced by louping-ill virus to those described by 
Cleland and Campbell for Australian X-disease virus 
in 1917, 

In addition to his published work, Perdrau did a 
great deal which never saw the light of day; for 
example, he strove hard to manufacture an efficient 
vaccine for the virus of acute anterior poliomyelitis, 
but as he did not succeed his labours are unrecorded. 
He also put through many experiments in the search 
for infective agents in cerebrospinal fluids or brains 
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from human cases of nervous diseases which were 
suspected to be caused by viruses, He was a master 
of neurohistological technique and his skill in this 
direction and his wide knowledge were always at the 
disposal of his colleagues, both inside and outside the 
National Institute for Medical Research. 

“As a histologist,’ writes Dr. J. G. Greenfield, 
““he possessed not only perfect technique, but a 
faculty of vivid and exact description, which made 
his writings a pleasure to read. Nor were they merely 
descriptive but often contained important suggestions ; 
for example, in describing the lesions of postvaccinal 
encephalitis, he postulated that those of the encephalo- 
myelitis following measles would prove to have the 
same character, although at that time he had only 
the illustrations of one 40-year-old case-report to 
guide him, His originality as a technician was shown 
by his well-known silver stain for connective tissue, 
which has had so many imitators that its authorship 
is apt to be forgotten, and still more by his recent 
brilliant demonstration of the passage of dyes and 
salts in solution along nerve-fibres. We shall miss 
his enthusiasm and wide knowledge and his helpful 
criticism and guidance in difficulties.”’ 

Dr. Perdrau did not enjoy good health, and taxed 
his strength by hard work. He was of a retiring 
disposition and only those who knew him well properly 
appreciated his kindliness and sterling qualities. 
He leaves a widow and three children, 


FREDERICK WILLIAM ELLIS 
M.D, ABERD., F.R.C.S. 

Dr. F. W. Ellis, chief medical officer to the public 
assistance committee, died in Birmingham on May 27 
at the age of 63. Born at Penpol, Hayle, Cornwall, 
and educated at Newton College, he studied medicine 
at Aberdeen, gaining distinction in surgery and for 
his M.D. thesis. He 
played in the uni- 
versity rugby 
team and later for 
the south of Scot- 
land. After quali- 
fying in 1898 he 
held resident posts, 
first in Aberdeen 
and then at Leeds 
and in London, 
afterwards studying 
at King’s College for 
the F.R.C.S., which 
he took in 1905, 
In the previous 
year he had been 
appointed assistant 
medical officer to 
the St. Paneras 
Infirmary, High- 
gate, and after a 
term at Southwark ' (Lafayette 
Infirmary he went to Selly Oak in charge of the 
infirmary and institution there. It was a time of 
rapid change in poor-law outlook in Birmingham 
and in 1913 Ellis was appointed chief medical officer 
to the Birmingham union with charge of Dudley 
Road Hospital and Birmingham Infirmary. During 
the late war when the former became the 21st Southern 
General Hospital he was in command with the rank 
of lieut.-colonel. After the war he returned to the 
task of reorganisation and classification and in 1929, 
when the municipality took over the poor-law hos- 
pitals, those of Birmingham were already models 
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of their kind. Ellis was able then to develop his 
schemes for the better nursing of the chronic sick, 
and his evidence was laid before the interdepart- 
mental committee. He took great interest in the 
Medical Superintendents’ Society and was at one 
time its president. A colleague writes: ‘‘ All who 
came in contact with Ellis were struck with his 
ability and charm. His artistic temperament and 
wide outlook made him a good companion. He 
was always a favourite with children. His heavy 
responsibilities left him little time to pursue his 
hobby of painting in water colours but he exhibited 
more than once at the Birmingham Royal Water 
Colour Society.” 

Dr. Ellis leaves a widow with a family of three 
sons and a daughter. 


ALBERT BOYCE BARROW 
M.B, LOND., F.R.C.S. ENG. 

THE name of Boyce Barrow, who died in the 
Prince of Wales Hospital, Tottenham, on May 29 
as the result of a motoring accident, may now be 
unfamiliar except to those who must be considered 
seniors, for it is 27 years since he retired, and he 
wrote but little. But 40 years ago, when he was 
surgeon at King’s and senior surgeon at the Royal Free, 
he was one of the most distinguished exponents of 
the old school of surgery and had an extensive and 
fashionable private practice. Barrow was born in 
1847 in Newmarket, so his love of horses, which were 
his lifetime hobby and the main interest of his retire- 
ment, was acquired early and almost inevitably. 
He was educated at King’s College, London, where 


PARLIAMENTARY 


ON THE FLOOR OF THE HOUSE 
By Mepicus, M.P. 


THE programme of parliamentary business that 
was fixed before the week’s recess at Whitsun began 
with a supply vote for the Ministry of Labour and 
included a debate on the Unemployment Insurance 
Bill, colonial affairs, two days on the Ministry of 
Supply and Friday on the Board of Trade. The 
Civil Defence Bill has still got more stages to pass 
through and the provision of air-raid shelters will 
probably be discussed in detail. 

* * * 

The report of the Unemployment Assistance Board 

for 1938, which was published last month, contains 


some interesting reading and some _ interesting 
omissions. There is very little about health questions. 


In chap. 7 there is a division labelled ‘‘ health ’ and 
it occupies less than 1 page in a volume of 198. 
It would be well in future to give more space to 
the effects of illness and accident on employment and 
unemployment, and to give as detailed consideration 
to health as to the reports of the regional officers. 
Unless the figures of unemployment, the operations 
of the Unemployment Assistance Board and the 
operations of public assistance are considered together 
it is impossible to get a complete picture of the 
dark side of the life of Great Britain. The report 
shows that about 9 per cent. of the male and 18 per 
cent. of the female applicants in receipt of allowances 
at the beginning of October, 1938, began their current 
spell of unemployment assistance after a period of 
sickness. For males over thirty-five the proportion 
rises to 10 per cent. and for females between twenty- 
five and forty-four to 20 per cent. It appears that 
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he qualified in 1873. He took his F.R.C.S. in 1875 


and succeeded William Rose as surgical registrar 
at King’s. During the nine years before he was 


made assistant surgeon at King’s he was appointed 
to the staffs of the Westminster and Royal Free 
He became full 


Hospitals, surgeon at King’s in 
1893 and retired in 1912. During the late war he 


returned to work both in the wards and the out- 
patient department. 

As an operating surgeon Barrow was deliberate and 
painstaking rather than brilliant, but his technique 
was so good that onlookers were often surprised at 
the short time he took over an operation. His teach- 
ing did not attract the younger men, for here again he 
seemed slow and undramatic in his expositions, but 
senior students preparing for the final fellowship 
and the like came to appreciate his rounds. He 
was a fine upstanding figure, always immaculate in 
dress, and much liked by his house-surgeons and 
dressers, He was sincere in all he did, but he was full 
of consideration for others and never spoke unkindly 
of anyone, 

In his young days at Newmarket he laid the founda- 
tions of a profound knowledge of veterinary surgery. 
He first began to breed racehorses at a small farm at 
Blackmore in Essex, but he later moved to a larger 
property at Writtle, where at times he had as many 
as sixty horses in his stud. He was an exceptional 
judge of thoroughbreds, and an accomplished horse- 
man. In his younger days he hunted regularly, and 
up to the day of his accident he rarely missed a 
meeting where one of his horses was running. Mr. 
Barrow was unmarried. 


INTELLIGENCE 


72 per cent. of the sickness was treated by a panel 
doctor, 6 per cent. by a private doctor, 9 per cent. 
by a public-assistance doctor, 6 per cent. at out- 
patient departments or clinics and 9 per cent, in 
hospita] wards. The average treatment lasted about 
eight weeks, but whereas 28 per cent. of the cases 
were treated for only a week or less, 17 per cent. 
were treated for over three months. At all ages the 
proportion of women under treatment was sub- 
stantially higher than the proportion of men. 

In other parts of the report—in chap. 2 for instance 
on ‘‘the maintenance and improvement of employ- 
ability of applicants to the board *’—there is important 
information on the medical aspect of the topics 
considered ; but it would lead to greater clarity and a 
better perception of the problem as a whole if all 
such matters were considered together. Dealing with 
the instructional centres, which are open to men 
between eighteen and forty-five from any part of the 
country, it is revealed that the number of trainees 
remains fairly constant at 195,000. Those rejected as 
unsuitable for instruction on medical grounds reached 
22 per cent., but the Unemployment Assistance 
Board have no power to provide any treatment 
required, Many of the defects are remediable by 
dental, optical or medical treatment, but there 
remain a proportion of men with defects which are 
not remediable. It would surely be reasonable to 
equip the board with power to provide treatment 
for its trainees or to secure it through local authorities 
who are now able to refuse to codperate with the 
board in this way. 

Training centres may be extended beyond their 
present numbers in order to provide what the board 
in another connexion calls “the discipline of work 
and a normal ordered life’? and might provide, as 
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they already do to some extent, the treatment facilities 
referred to in the preceding paragraph. 
* * * 


The case of unemployed older women is one 
particularly bound up with health. “Their low 
physical standard and lack of stamina are painfully 
obvious to the Board’s officers and social workers 
who come in contact with them, Bad eyes and bad 
teeth are constant minor defects, but heart trouble, 
rheumatism and more serious organic complaints 
are, unfortunately, common.’ Many of these women 
“live alone in a single room which contains a few 
relics of a happier and more prosperous past.”’ But 
no special proposal for the remedy of either the 
minor defects or the more serious illnesses is suggested. 
It also appears that younger women’s health causes 
difficulty: ‘“‘the low standard of health and energy 
among some of these younger applicants of the Board 
is a cause for anxiety and the prevalence of minor 
defects concerned with eyes and teeth raises once 
again the difficult question of effective medical 
treatment for unemployed persons. In large cities 
like Liverpool and Glasgow the standard of employ- 
ability among a large group of unemployed girls 
falls very low.’ Exact figures of minor defects and 
disabling illnesses are not given for either older or 
younger women and it would be useful to have them, 
It is clear however that on the dark side of the life 
of Great Britain, in which the unemployed, the 
‘applicants’ of the Unemployment Assistance Board 
and the “‘ applicants’ for public assistance live, and 
in which the family means test operates, the level of 
health and vitality sinks low. 

To complete the picture we should need to know 
the state of health of the children in the families 
concerned, The total number of children under 
fourteen in the households of applicants to the 
Board was 609,000, distributed among 247,000 house- 
holds ; of these 422,000 were attending school. The 
percentage of children receiving either free meals 
or free milk at school is 35 in England, 38 in Scotland 
and 44 in Wales. It would be valuable to have a 
report on the medical examination of all these children 
and especially on their condition as regards nutrition. 
Families in which there is such a large proportion 
of both unemployed men and unemployed women 
with minor defects, illnesses and what the 
report calls ‘“‘low standard of health and energy ” 
have presumably large numbers of children whose 
health is similarly impaired. 


FROM THE PRESS GALLERY 


THE House of Commons reassembled on June 5 
after the Whitsuntide recess, 


Some Occupational Problems 


On June 5 in the House of Commons, in the course 
of a debate on a vote of £14,514,000 for the Ministry 
of Labour, Mr. ERNEST Brown, Minister of Labour, 
said that over 11,000,000 persons were covered by 
existing voluntary schemes or by the legislation under 
which holidays with pay could be given. New notices 
were coming in every day announcing action taken 
by industries or trade boards.—Mr. TREvoR Cox 
said that Lord Rushcliffe (chairman of the Unemploy- 
ment Assistance Board) had mentioned that numbers 
of young men failed to obtain work because of certain 
physical defects, chiefly relating to the eyes and 
teeth, which could easily be remedied. Mr. Cox thought 
that the public-health services could be enlarged 
to cover such cases.—Mr. WeEstTwoop said that as 
there was a shortage of nurses why should not a full 
course of nursing be provided for many of the 
unemployed young women? The necessary grants 
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might also be given for the training of home helps 
or health visitors.—Mr. T. SMITH returned to the 
point raised by Mr. Cox, and Mr. LENNox-BoyD, 
parliamentary secretary to the Ministry of Labour, 
promised that the Minister of Labour would consult 
with the Ministry of Health on the subject. 


QUESTION TIME 
MONDAY, JUNE 5 
Advertisements in Stamp Books 


Sir ARNoLD WItson asked the Postmaster-General 
whether the Ministry of Health was consulted before 
permitting the insertion in the books of postage stamps 
of the advertisement of a proprietary remedy for diseases 
of the bladder, kidney, prostate gland and rheumatism ; 
and what sum was annually receivable by the Treasury 
in respect thereof.—Major Tryon replied: The answer 
to the first part of the question is in the negative, but the 
Ministry of Health is aware of the general policy of the 
Post Office regarding advertisements of proprietary 
remedies. It is not the practice to disclose particulars 
of individual receipts of this kind. 


Students Who Register as Conscientious Objectors 


Mr, GrBson asked the Minister of Labour if he was 
aware that in spite of the official statement from his 
department issued through the press on Saturday, 
May 27, that undergraduates now at the universities or 
university colleges who were affected by the Military 
Training Bill would be permitted to postpone their liability 
to be called up for military training until not later than 
@ month after the conclusion of their course of studies 
as approved by the university, and that forms for post- 
ponement would be obtainable at the time of registration, 
such forms for postponement on Saturday, June 3, were 
refused to students signing the register of conscientious 
objectors, though issued to students signing the military 
training register, and if he had any statement to make 
on the subject.—Mr, Lennox-Boyp, parliamentary 
secretary to the Ministry of Labour, replied : The persons 
affected by this question would be those to be condi- 
tionally registered under section 3 (7) (b) of the act. 
The date from which this registration takes effect is 
fixed by order of the local or appellate tribunal. My 
right hon. friend is considering whether under the act 
and the powers given by the act this point can be met. 


Spirits and Primitive Tribes 

Mr. Wise asked the Under-Secretary of State for 
India whether he would give an assurance, in the interests 
of the primitive tribes of India, who depended for their 
health on spirits distilled from jungle products, that 
governors would exercise the special powers conferred 
upon them, and protect the partially excluded areas from 
the operation of Prohibition Acts,—Lieut.-Colonel Muir- 
HEAD replied: I feel sure that the governors can be 
trusted to bear their special responsibilities in mind 
when considering any proposal for the extension of pro- 
hibition to the partially excluded areas. 


Health of Lascar Seamen 


Mr. Winpsor asked the Under-Secretary of State for 
India whether he could give a report on the health of 
lascar seamen in view of the fact that the Government 
of India had removed all restrictions on the employment 
of lascars as deck hands on vessels proceeding to the east 
coast of America, north of 38° north latitude and the 
Baltic during the winter months.—Lieut.-Colonel Muir- 
HEAD replied : The removal of the restrictions to which 
the hon. member refers applies only to the limits mentioned 
in sub-clause (b) (2) of the first proviso to the Lascar 
Agreement ; these limits do not include the Baltic. Since 
last September, when the restrictions were suspended, 
medical reports on the health of lascar seamen returning 
from northern latitudes have been received only from 
Calcutta, no such crew having been discharged at Bombay. 
The reports from Calcutta cover 1] vessels, and in no 
ease are ill effects due to cold climates mentioned as calling 
for special notice. The shipping master at Calcutta is of 
the opinion that the lascars have stood the climate very 
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well, and the Government of India consider that this 
opinion is justified. 
TUESDAY, JUNE 6 


Canadian Experiments in Prevention of Silicosis 

Mr. JAMES GRIFFITHS asked the Paymaster General, 
as representing the Lord President of the Council, if he 
could give any information on the experiments carried 
out by mining engineers in Canada into the prevention 
of silicosis by the disposal of quantities of metallic alu- 
minium powder in dust clouds in mines; and whether, in 
view of the success claimed for this method of prevention, 
he would have similar experiments conducted in this 
country.—Earl WINTERTON replied: The special com- 
mittee advising the Medical Research Council on industrial 
pulmonary diseases is maintaining close contact with the 
Canadian investigators of this method, and some related 
experiments are being made here under the committee’s 
direction. 


Cripples and Evacuation 
Mr. Brooke asked the Minister of Health whether any 


cripples or invalids, other than blind people and expectant 
mothers, were to be regarded as coming within the priority 


class of evacuees; and, if not, whether he could give 
definite public guidance to such persons as to their best 
and ‘safest course in the event of an emergency.—Mr. 
BERNAYS, parliamentary secretary to the Ministry of 
Health, replied : Yes, sir. Adult cripples, so far as their 


removal is feasible, are included among the priority classes 
for the purposes of the Government evacuation scheme. 


Bacteriological Analysis of Milk 


Mr. Pearson asked the Minister of Health whether 
he would request local government authorities to obtain 
a standard frequency of milk samples for bacteriological 
analysis so that possible existence of tubercle bacilli in 


MEDICAL 


University of Oxford 
On June 3 the degree of 

Godber. 

University of London 
At recent 

successful : 


D.M. was conferred on G. E. 


examinations the following candidates were 
THIRD EXAMINATION FOR M.B., B.S 

J. A. 3. Green (f), St. Thos.; F. W. Gunz (d), St 

G.R. Handy (a), Ceylon and Univ. Coll; R. D.C 


Bart’s ; 
Johnstone (g), 


St. Thos.: R. 8S. Lawrie (a, d, university medal), Middlesex ; 
R. 8S. Murley (6), St. Bart’s ; Eva G. Seaton (d, e), Univ. Coll 

and P. G. Todd (pf), * Thos. (All with honours.) S.C. Appleton, 
St. Thos.; F. 1. C. Apted, St. Thos.; L. D. Arden, St. Bart’s ; 


D. C. Arnott, St. Thos. ;’G. N. Arthurs, London: D. W. R 
Ashby, Westminster and Univ Coll , Cardiff; E. A. Atkinson, 
London; Mary Baker, Roy. Free ; T. H Bassett, St. Bart’s 
J.R. Belcher, St. Thos. ; J. M.C. Birt, St. Thos. ; A. N. Blades, 
St.Thos.; T. P. Blanshard, St. Bart’s; F. M. Braines, St. Bart’s; 
W. E. W. Bridger, Guy’s; Margaret Brodigan, Univ. Coll. ; 
A. E. W. Brooker, St. Bart’s; Amelia E. Burch, Roy. Free ; 
K. A. Butler, St. Bart’s ; Mercy 8. Cam, Roy. Free; Ruth C. 


Cassell, Roy. Free; R. N. Cates, St. Bart’s; A. A. G. Clarke, 
St. George’s: R. P. Coldrey, Univ. Coll.; G. B. Collyer, Guy’s ; 
H. J. Cornelius, St. Thos.; J. V seoowerd, London; H. D. 
Crosswell, Middlesex; A. P. Dale-Bussell, Guy’s; Peggy M. 
Dash, Roy. Free; Dilys L. Davies, Univ. Coll. Cardiff; H. 8S 
Davies, King’s Coll.; H. E. de Wardener, St. Thos.; N. J 
VDhondy, Grant Medical Coll., Bombay and U niv. Coll.; Ursula 
M. Dick, Roy. Free; J. E Dickson, Middlesex ; D. M. Dunn, 
St. Bart’s ; Marjorie O. Dunster, Brist E.M Elmhirst-Baxter, 
St. Bart’s; C. J. Evans, Univ. Coll.; E. O Evans, St. Bart’s ; 
Cc. N. Faith, St. George’s; K. H. P. Flew, St. Thos.; Paul 
Forgacs, Guy’s; W. A. J. Fox, Westminster; Gwenda M 
Francis, Roy. Free; P. A. Gardiner, Guy’s; J. W. Garraway, 
Middlesex ; Harry Greenburgh, Guy’s; Sydney Grossmark, 
St. Bart’s; L. B. Gunn, St. Thos.; J.T. A. Hackett, St. Bart’s : 
L. A. T. Hamilton, St. Bart’s; D. H. Harrison, St. Thos. ; 
W. M. R. Henderson, St. Thos.; Jack Herbert- a, Univ 
Coll.; Rose Hertz, Roy. Free ; C. J. C. G. Hodson, Mary’s; 
F. G. Hollands, St. Bart’s ; Mary C. Hopper, Roy. eos ; C.W 
Horncastle, King’s Coll.; N.C. Horne, King’s Coll.; R. E. 
Horton, Guy’s; Beryl C. James, Roy Free . ee Je *nkins, 
St. Bart’s; S. J. Johnson, Univ. Coll.; R. G. H. Jones, Univ 
Coll.; J. A. Kennedy, Univ. Coll.: C. W. Kesson, Guy’s; 
J. R. Kilpatrick, Guy’s; Harry Kopelman, St. George’s ; 
H. G. Langley, London; R. P. Lawson, St. Mary’s: H. A. Lee, 
Guy’s; V. D. Logue, St George’s ; N. L. MeNeil, ‘ 
R. E. D. Markillie, St Mathias, Guy’s: R. W 
Maxwell, Univ. Coll. ; "Meredith, Guy’s; J. R. Miles, 
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milk might be effectively traced, and in order to supple 
ment the detection of tuberculosis-infected animals by 
the veterinary staff of the Ministry of Agriculture.—M: 
BEeRNAYsS replied: While my right hon. friend fully 
appreciates the importance of the examination of milk 
for tubercle bacilli and his department draws the attention 
of local authorities to the matter in appropriate 
the number of samples which it is desirable to take must 
vary with circumstances, and, on the information before 
him, my right hon. friend not think it would be 
practicable or useful to enjoin a standard figure upon all 
authorities. 


cases, 


does 


Diphtheria Immunisation at Accrington 

Mr. ViantT asked the Minister of Health how 
children who had been immunised at Accrington 
quently developed diphtheria ; and whether there had 
been any fatal cases in immunised children.— Mr. BERNAYsS 
replied : I am informed by the town council that during 
the period for which records of immunisation are available, 
that is from November, 1935, onwards, no child in 
Accrington who had been immunised and had subsequently 
given a negative reaction to the Schick test is known to 
have developed diphtheria. The part of the 
question does not, therefore, 


many 
subse - 


second 


arise, 


X-ray Examination of Militiamen 


Sir Henry Morris-Jones asked the Minister of 
Labour whether, in connexion with the medical inspection 
of militiamen preparatory to training, he would take into 
consideration the desirability that it should include an 
X-ray examination of the chest.—Mr. ErRNEsTtT Brown 
replied: The arrangements for medical examination 
include provision for the services of expert radiologists in 
all cases in which this is considered by the medical boards 
to be desirable in order to establish a man’s fitness for 
service. In addition, information in the possession of the 
tuberculosis officer of the local authority will be available 


NEWS 


Guy’s; Mary L. Mittell, Roy. Free; P. W. Nathan, Middlesex 

C. D. Needham, Middlesex; J. H. F. Norbury, St. Thos 

Ss. P. 8S. Oswald, St. Thos Stella A. Parikh, Roy. Free 

A. C. D. Parsons, Westminster; Dorothy K. Paterson, Roy 
Free; J. H. Paterson, Univ. Coll.; M. V. P. Peiris, Ceylon, 
St. Thos. and King’s Coll.; Nancy Perry, Univ. Coll.; G. L 
Pett, St. Thos A.B. Pollard, St. Mary’s ; Felix Post, St. Bart’s 
( E. Quin, Charing Cross; Matthew Radzan, King’s Coll., 
H.M. Rice, Westminster ; N.C. Rogers, St. Bart’s ; Jack Rubie; 
King’s Coil. ; zeslie Saunders, Middlesex; R. 8S. Savidge, 


St. Bart’s ; ‘Sidney Shaw, Charing Cross; D. G. Sheffield, 
St. Thos Barbara J. Shorting, Roy Free ; V.8. Shuttleworth, 
St. Bart’s; J. D. Sidey, St. Mary’s: J. H. Slayter, St. Thos 


Peter Smith, St. Thos.; Josef Sondhe imer, London; David 
Stafford-Clark, Guy’s; C. J. Stewart, Guy’s; P. D Swinstead, 
St. Bart’s ; W.N. Taylor, St. Bart’s ; Dhavi Tumrasvin, Guy’s 
P. M. Ward, Westminster; G. R. Waterman, London ; John 
Watkins-Pitchford, St. Thos Francis Whitwell, St. Thos. ; 
E. H. Williams, Guy’s; E. H. Williams, St. Bart’s; B. D. R 
Wilson, St. Thos.; Elsie N. K. Wilson, Univ. Coll Hermann 
Wolfsohn, Univ. Coll Diana E. Barbour, King’s Coll; 
Patience E. Barclay, Roy. Free: Mary B. Bensusan-Butt, 


Roy. Free ; H. E. Bentley, Charing Cross ; R. A. Blair, London ; 
Elizabeth Broadhead, Roy. Free ; T. H. W. Clarke, St. Bart’s ; 
P. J. Cutler, Univ. Coll.: J. V Davies, Univ. Coll.; A. R 
Dearlove, St. Bart’s ; William | Donkin, St. Bart’s; R. G 
Evans, King’s Coll.; E. L ankel, St. George’s; Peter 
Frankel, St. Bart’s; Kathleen M Frene h, Roy. Free: L. V 
Gimson, St. Bart’s ; G. L. Haine, St. Mary’s; V. W. J. Hetreed, 
St. Mary’s; C. A. Jackson, St. Bart’s; G. M. Killpack, St 
Mary’s; R.A. King, London; P. D. C. Kinmont, King’s Coll 
Dorothy M.S. Knott, Roy. Free ; Joan V. Laughlin, Univ. Coll 
G. D. Lumb, St. Bart’s; Leslie Nancekievill, Guy’s; Samuel! 
Oram, King’s Coll.; Catherine F. Pimm, Univ. Coll.; R. G 
tobinson, Guy’s; A. F. Russell, King’s College ; T. D. Spencer, 
Charing Cross; W. M. Stephens, King’s Coll Katharine W 
Stuart, Roy. Free; W. F. T. Tatlow, St. Bart’s; Norah G 
Taylor, King’s Coll.; J. L. Temple, St. Bart’s; Elsie M. Terry, 
Roy. Free; R. D. Tonkin, St. George’s; Elizabeth Topley, 
Univ. Coll.; F. G. Tucker, King’s Coll.; A. J. Talker, Guy’s ; 
A. F. Wallace, King’s Coll and E. B. Wild, King’s Coll 

(a) Distinguished in pathology 

(b) Distinguished in forensic medicine 

(d) Distinguished in medicine 

(e) Distinguished in applied pharmacology and therapeutics 

(f) Distinguished in.surgery 

(g) Distinguished in obstetrics and gynecology 


and hygiene 


The following students have 
parts shown below : 

Group I (under old regulations) [. Hi 
J. A. Bowen-Jones, E. K 


passed in the groups or 


Baum, Gerhard Behr, 
Brownrigg, M. M. A. Cader, J t 
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Caldwell, P. T. Chopping, Patricia G 
Darlow, Michael Dean, H 1 
Fearnley, Betty Fox, Oliver 
R. J Harrison, W R. L 
James, M. A. K. Javid, F 
J. B. Mitchell, J. 
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Cooper, G. 8. Cross, A. R. 
Dickson, A. J. Drew, G. R. 
Garrod, Kathleen M. Harding, 
Harrison, G. C. Haywood, W. H. 
H. Lee, Geoffrey Levy, G. C. Mackay, 
R. Odell, M. J. Pleydell, Hyman Pomerantz, 
H. I. H. Porcher, T. M Price, ’. Reeves, C. H. J. Rey, 
J. D. Rochford, Constance M. B. Shaw, H. D. Smith, M. R. J. 
Snelling, I. M. G. Stewart, R. A. R. Topping, L. H. Turner, 
H. D. Venning, and Emrys Williams 

Group II (under old regulations).—D. L. Bennett, Anna M. 
Berry, H. J. Bliss, A. D. Bone, A. G. N. Calder, Jack Colover, 
C. M. Craig, D. A. Ferguson, H. R. W. Franklin, J. B. Franklin, 
A. L. Frazer, R. C. Fuller, J. R. Hudson, J. F. Hughes, J.C. A. 
Innes, J. P. Irwin, G. C. A. Jackson, H. H. W. Jackson, 
Db. C. R. R. Jenkins, J. B. Kershaw, A. H. Knight, Barnett 
Levin, J. 8. Lillicrap, I. D. MacDonald, L. A. H. McShine, 
M. L. Mason, A. D. Newsholme, J. L. Penistan, F. L. Potter, 
J. R. E. Richardson, P. B. Riley, P. R. Stringer, C. K. Warrick, 
N. N. Wilson, and C. W. B. Woodham. 

Part I (under revised regulations).—J. J. L. Ablett, R. H. 
Anthony, Ruth P. Armstrong, Elizabeth K. Baker, P. B. Banaji, 
Eileen Bayley, Margaret Bennett, Geoffrey Beven, R. F. 
Braithwaite, Winifred C. M. Bulkeley, Jean R. C. Burton-Brown, 
Isabella 8. Chalmers, R. P. Crick, I. R. Davies, N. H. Desai, 
8. W. Dunkin, F. L. Dyson, P. M. Elder, 8. D. Elek, Enid J. Fair, 
G.R. Fisk, Lilias M. P. Gairdner, 8. 8. B. Gilder, F. J. Gillingham, 
C. W. Griffiths, Jean M. Holtzmann, R. V. Jones, R. R. Klein, 
D. C. Lewin, Frank Luckett, H. F. Lunn, Arthur Mackler, B. U. 
Meyer, E. W. Miles, D. A. Miln, Margaretta D. Morrell, Donald 
Munro-Ashman, C. W. Peck, A. 8. 8. Playfair, Constance J 
Pollard, Peter Pringle, Mary L. Rae, J. D. Randall, J. E. 
Richardson, Ernst Rosenbaum, R. J. Russell, P. T. Savage, 
J. C. Scott-Baker, D. W. Shields, G. F. Smart, B. J. D. Smith, 
S. C. F. Stephenson, Edith Taylor, Gwendolen M. G. Thomas, 
Helen P. Wainwright, Marguerite Watts, May D. Westerman, 
Elizabeth Whatley, J. F. Williams, B. W. Wood, Hugh Wormald, 
Helen M. Wright, Muriel C. Yates, and W. J. Zorab. 

Part II (under revised regulations).—Harold Auger, Rosalind 8 
Barclay, A. C. Bingold, M. W. Harvey, Jean M. Holtzmann, 
S. H. Lucas, A. 8. Oscier, G. A. Robinson, Ernst Rosenbaum, 
R. W. B. Scutt, Margaret M. Shrubsall, Joyce R. Simmons, 
F. M. S. Smith, and Alice Yates 

Part III (under revised regulations).—Jean M. Drury-White 
and D. J. Paddison. 


British Postgraduate Medical School 

At 4.30 p.m. on June 27, July 4, 11, and 18 in the depart- 
ment of medicine, Sir Arthur Hall will lecture on menin- 
gitis and acute infections of the central nervous system. 
On June 23 at 2.30 p.m., in the department of surgery, 
Mr. J. B. Hume will give the first of five weekly lectures 
on hernia and its treatment. Prof. Vernon Mottram and 
Dr. A. A. Moncrieff will give four lectures in the depart- 
ment of obstetrics and gynecology, beginning on June 29 
at 3.30 p.m. The lectures will deal with the hygiene of the 
newborn child. Application for tickets for these lectures 
should be made to the dean of the school, Ducane Road, 
W.12, 


Joint Tuberculosis Council 

At a meeting of the council held in London under the 
chairmanship of Dr. 8. Vere Pearson on May 20, Sir 
Percival Hartley was introduced as the representative 
of the National Association, in place of Dr. F. J. C. Coutts 
resigned. Dr. R. R. Trail had been appointed by the 
British Medical Association to succeed Dr. F. W. Good- 
body (deceased) as its representative. The Faculty of 
Radiologists had accepted representation on the council. 
After discussion it was agreed to appoint a committee to 
inquire into closer coéperation between the National 
Association, the Tuberculosis Association, and the Joint 
Council; Dr. Pearson, Sir Wilson Jameson, Dr. Ernest 
Ward, Dr. G. Jessel and Dr. J. B. McDougall were selected 
to meet members of the other two organisations. The 
following committees were set up (convener in parentheses) : 
Finance and Publicity; Employment and Aftercare 
(Dr, F. R. G. Heaf and Dr. McDougall); Gold (Dr. R. L. 
Midgley); Milk (Dr. C. O. Hawthorne); Nursing (Dr. 
Esther Carling); Overseas (Dr. Pearson); Postgraduate 
Study (Dr. Heaf); Organisation in War-time (Dr. J. 
Watt); Infection and Books (Prof. W. H. Tytler); 
Major Surgery (Mr. J. E. H. Roberts); Children in 
Institutions (Dr. Peter W. Edwards). It was decided 
to ask the Medical Research Council to include more 
clinicians and members of the tuberculosis service on its 
tuberculosis committee. Dr. D. A. Powell and Dr. G. 
Lissant Cox were asked to report how far the lessons of 
the Welsh inquiry applied to the country as a whole. 
On Dr. Heaf’s request for a new definition of the term 
** quiescence ’? he was asked to convene a committee to 
revise the definition of a number of other terms in common 
use in tuberculosis practice. 
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Wingfield-Morris Orthopedic Hospital, Oxford 
Applications are invited for the Lord Nuffield scholarship 

in orthopedic surgery tenable at this hospital. Further 

information will be found in our advertisement columns. 


Memorial to J. L. Joyce 

A fund is being raised by the Royal Berkshire Hospital, 
Reading, as a memorial to the late Mr. J. L. Joyce, who 
was senior surgeon to the hospital. It is proposed to 
name the operating-theatre attached to the new Nuffield 
block the Joyce operating-theatre. Donations may be 
sent to the chairman of the hospital. 


Royal Society of Tropical Medicine and Hygiene 
At the annual general meeting of this society at 8.15 P.M. 
on June 15 at 26, Portland Place, London, W.1, Sir 
Rickard Christophers, F.R.S., will be inducted as president 
in succession to Colonel S. P. James, F.R.S., who is retiring. 
The Chalmers medal will afterwards be presented to 
Dr. Max Theiler of the international health division of the 
Rockefeller Foundation, New York, in recognition of his 
fundamental work on inoculation against yellow fever. 


Congress on Social Medicine 

The Journées Internationales de Médecine Sociale 
will be held at Liége from June 23 to 25 under the 
presidency of Prof. G. Timbal (Louvain). Prof. J. 
Leclercq (Lille) will compare the legislation for workmen’s 
compensation in different countries; Dr. Robert Reuter 
(Luxemburg) will discuss the place of the practitioner in 
social medicine; and Prof. René Sand (Brussels) will 
speak on the cost of sickness. Further particulars may 
be had from Prof. J. Firket, 1, rue des Bonnes Villes, 
Liége, Belgium. 
Clean Milk in Ireland 

Our Dublin correspondent writes: The Clean Milk 
Society, after existing some thirteen years, has decided 
to wind itself up. The society was founded to carry on 
a@ campaign in favour of clean milk, and it was due to its 
activity that the Government was persuaded to frame 
legislation to control dairies and safeguard the public 
milk-supply. Moreover, the criticism by some members 
of the society of the first bill put forward by the Govern- 
ment led to the substitution of a much more useful measure. 
The present laws are fairly satisfactory, but reports 
of the county medical officers of health throughout the 
country and, still more, information gained from 
unofficial sources make it seem that the administration of 
the act is far from rigorous. Since this rests with the 
local authorities, there is still room for propaganda in 
favour of clean milk. It will therefore be a matter of 
regret to some that the Clean Milk Society has abandoned 
its educative work, for only the pressure of public opinion 
will secure efficient administration. 


League of Nations Pharmacopeial Commission 

A meeting of the technical commission of pharmacopeial 
experts, of which Dr. C. H. Hampshire of London is 
president, was held at Geneva from May 10 to 16. Drafts 
of 85 monographs which had been prepared by members 
of the commission since the last meeting were presented 
for consideration. These were classified into groups of 
similar substances, such as alkaloids and alkaloidal salts, 
cinchona alkaloids, crude drugs, the digitalis group, and 
mercurial compounds, and certain monographs from each 
group were selected for detailed discussion. The com- 
mission formed themselves into small groups for the 
investigation of specific problems which arose in the course 
of discussion. Among these were the tests for purity of 
quinine salts, the standardisation of ergot and its prepara- 
tions, the alkaloidal assays of crude drugs, and the ash- 
content of crude drugs. Individual members undertook 
to report on other subjects, such as the terminology relating 
to solubilities, thermometers, standards for colour and 
absence of turbidity, limit-tests for heavy metals and other 
inorganic impurities, sterilisation of solutions for injection, 
neutrality reactions of alkaloidal salts, the assay of 
acetylsalicylic acid, and various solubilities of alkaloids. 
Draft recommendations for usual and maximum doses 
of certain drugs were adopted, and a tentative list of inter- 
national names was drawn up. 
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Pharmaceutical Society of Great Britain 

At a council meeting of this society on June 7 Mr. 
Walter Deacon, a Bridgwater pharmacist, was elected 
president in succession to Mr. Thomas Guthrie, who has 
resigned from the council. 


Middlesex Hospital 

At 4.30 p.m. on June 27 Sir Robert McCarrison will 
deliver the second Sanderson-Wells lecture at this hospital. 
He will speak on deficiency diseases, 
British Pharmaceutical Conference 

The seventy-sixth meeting of the British Pharma- 
ceutical Conference will be held at the University of 
Birmingham from July 17 to July 21. 


Travelling Scholarship in Dermatology 

A Radcliffe Crocker travelling scholarship in derma- 
tology, which is worth about £280 and is tenable for 
twelve months, will shortly be awarded. Further 
particulars appear in our advertisement columns. 


National Association for the Prevention of Tuber- 

culosis 

Lord Craigavon, the prime minister of Northern Ireland, 
will open the twenty-fifth annual conference of this 
association, which is being held in the College of Techno- 
logy, Belfast, from June 29 to July 1, under the presidency 
of the Marchioness of Titchfield. Dr. Andrew Trimble, 
Dr. W. L. Yell, Dr. Peter Edwards, Dr. B. R. Clarke, and 
Dr. Brendan O’Brien will open a discussion on the 
organisation and local administration of tuberculosis 
schemes. Dr, G. Jessel, Dr. F. 8S. Hawkins, Dr. Dorothy 
Price, and Dr. W. M. MacPhail will speak on tuberculosis 
in the adolescent. Dr. J. B. McDougall and Mr. B. 
Lubetkin, A.R.I.B.A., will discuss architectural problems 
in connexion with tuberculosis institutions. The third day 
of the meeting will be devoted to demonstrations and tours, 
which will include a clinical X-ray and pathological 
demonstration by Dr. James Shaw at the Central Tuber- 
culosis Institute, Belfast, and a visit to Graymount Hos- 
pital and to Whiteabbey Sanatorium, where Dr, P. Walker 
will give radiological clinics on chronic adult phthisis in 
children and chronic submiliary tuberculosis. Another 
visit will be to Forster Green Sanatorium, where Mr. 
G. R. B. Purce and Dr. 8S. L. W. Erskine will give 
demonstrations. Further information may be had from 
the secretary of the association, Tavistock House North, 
Tavistock Square, London, W.C.1. 


Royal Sanitary Institute 

The annual health congress of this institute will take 
place at Scarborough from July 3 to 8 under the presidency 
of the Earl of Harewood. The work of the congress 
will be divided into seven sections and conferences of 
representatives of local authorities, sanitary inspectors, 
medical officers of health and of health visitors will be 
held in connexion with it. In the section of preventive 
medicine a presidential address will be given by Prof. 
R. M. F. Picken, while Dr. J. A. Charles and Dr. A. C. 
Tibbits will open a discussion on the reorientation of the 
public-health services. Dr. W. A. Lethem will speak to 
representatives of local authorities on evacuation schemes, 
Sir Wilson Jameson will preside over the section of tropical 
hygiene and he has chosen as the subject of his address 
rural hygiene in the tropics. It will be followed by a 
discussion. Dr. Elwin Nash will preside over the con- 
ference of medical officers of health, and Sir Arthur 
MacNalty, Mr. G. F,. Stebbing, and Dr. John Buchan will 
open a discussion on the Cancer Act, 1939. In the section 
of maternity, child welfare, and school hygiene, Dr. D. R. 
MacCalman, Dr. H. Edelston, and Dr, F. J. 8. Esher will 
contribute to a discussion on family discords. Sir Henry 
Bashford will address the section of hygiene in industry 
on sick-absence in industry, and Dr. T. O. Garland will 
plead for a broader conception of hygiene in industry. 
Dr. Charles Hill will ask the appropriate section Whither 
National Health Insurance ? Dr. W. G. Booth and Dr. 
T. N. V. Potts will discuss health visitors and midwives 
in relation to air-raid precautions at the conference of 
health visitors. Further information may be had from 
the offices of the institute, 90, Buckingham Palace Road, 
London, 8.W.1. 
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Scholarship in Radiology 

Particulars will be found in our advertisement columns 
of the Chester Beatty scholarship in radiology which is 
offered for the purpose of studying radiology in the United 
States. 


Standard for Burettes 

The British Standards Institution has now issued a 
standard specification for burettes and bulb burettes 
The specification covers a range of burettes from 1 ml 
100 ml. capacity, and bulb burettes from 45 ml. to 105 ml. 
capacity. It contains particulars of the material to be 
used and of the dimensions and tolerances, as well as of 
the delivery time, jets, stopcocks and graduation marks 
It also provides for the marking and testing of the 
burettes, of which there are two grades. 
obtained from the institution at 28, 
S.W.1, price 2s. 2d. post free. 


Copies may be 
Victoria Street, 


Oxford Ophthalmological Congress 

This congress will be held at Keble College from July 6 
to 8. After his installation as master, Mr. Percival Hay 
will read an address of welcome, and Mr. T. Keith Lyle 
and Mr, Frank Law will open a discussion on orthopti: 
training. The afternoon will be devoted to short papers 
and demonstration of cinematograph films. On July 7 
Dr. J. Douglas Robertson will put forward evidence in 
favour of the theory that the aqueous humour is produced 
by a process of secretion, and Mr. Thomas Henderson will 
discuss how a hyphema or a hypopyon is resorbed. The 
Doyne lecture will be delivered by Mr. F. A. Williamson- 
Noble who will describe the ocular consequences of certain 
chiasmal lesions. On July 8 Mr. T. Harrison Butler will 
open a discussion on miners’ nystagmus. Further informa- 
tion may be had from the hon. secretary, Dr. F. A. 
Anderson, 12, St. John’s Hill, Shrewsbury. 


Society for Relief of Widows and Orphans of 

Medical Men 

Mr. V. Warren Low presided at the annual general 
meeting of this society on May 24 when the report and 
financial statement for 1938 was adopted. On Oct. 29 
the society had, he recalled, completed an existence of 
150 years. The membership now is 287. Sixty-two 
widows and five orphans are in receipt of grants and 
during the year a sum of £4990 was distributed amongst 
them. Each widow over 65 years of age received £75, 
each widow under 65 £60, each orphan received £50. 
In addition each widow and orphan received at Christmas 
a present of £5. The income for the year was £5432, the 
cost of administration £371 10s., with a balance of income 
over expenditure of £70. Relief is only granted to the 
necessitous widows and orphans of deceased members. 
Membership is open to any registered medical man who 
at the time of his election is residing within a twenty- 
mile radius of Charing Cross. Particulars from the 
secretary at the office of the society, 11, Chandos Street, 
London, W.1. 


National Conference on Maternity and Child Welfare 

This conference will be held from June 27 to 29 at 
B.M.A. House, Tavistock Square, London, W.C.1. Mr. 
Walter Elliot, the president, will deliver an inaugural 
address. Other openers of discussion will include Dr. 
Gertrude Dearnley and Dr. C. K. J. Hamilton who will 
speak on safety in childbirth for mother and child; Dr. 
J. C. Spence and Dr. Harold Waller (the encouragement 
of breast-feeding); Dr. Marguerite Hughes and Dr. J. L. 
Burn (problems of the nursery-school, the nursery-class 
and the day-nursery); Dr. P. V. Pritchard (the child in 
relation to the foster-mother) ; Dr. Grace Calver (problems 
of parents with a physically defective child); and Dr. 
D. H. Geffen and Dr. E. Catherine Morris Jones (propa- 
ganda as a means of developing maternity and child- 
welfare work). The secretary of the conference may be 
addressed at Carnegie House, 117, Piccadilly, London, W.1. 

The maternity and child welfare group of the Society of 
Medical Officers of Health has arranged a clinical course for 
medical practitioners in connexion with the conference 
to be held on June 25 and 26. Those who wish to attend, 
should write to Dr. E. V. Saunders-Jacobs, Town Hall 
Woolwich, 8.E.18, before June 14. 
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June 12 to June 17 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1. 
TUESDAY 5.30 P.M., general meeting of fellows 
Psychiatry 8.30 p.m., Dr. G. de M. Rudolf, Dr. Noel 
Harris, and Dr. W. Clifford Scott : The Chronic Uncertified. 
FRIDAY 
Comparative Medicine 2.15 p.m. (Institute of Animal 
Pathology, Milton Road, Cambridge), demonstrations 
Obstetrics and Gynecology. 8 P.M., Prof. James Young: 
Pelvic Osteoarthropathy in Pregnancy Mr. P. Malpas and 
Mr. C. K. J. Hamilton: Effect of Pelvic Inclination, Sacral 
Inclination, and Sacral Shape on the Passage of the Head 
through the Upper Pelvis. Dame Louise McIlroy : Mistaken 
Diagnosis of Malignancy in a Case of Ovarian Cysts Mr. 
T. F. Todd : Utero-abdominal Fistula in a Young Woman. 
Laryngology Otology. 9.30 a.m. (Royal Hospital, West 
Street, Sheffield), Mr. Herbert Tilley and Dr. Leslie Powell : 
Osteomyelitis of the Frontal Bone Mr. F. C. Ormerod : 
freatment of Pain in Tuberculous Laryngitis. Mr. John 
Simpson and Mr. R. R. Simpson: Anemia with Dys- 
phagia : a Pre-cancerous Condition ? 
SATURDAY 
Laryngology Otology 9.30 a.m., Mr. A. G. Wells, Dr. 
P. M. Kerridge and Dr. T. C. Lonie: Ear Disease in the 
Child Mr. Musgrave Woodman: The Position of the 
Portmann Operation in relation to Labyrinthine Vertigo. 
Mr. ©. 8. Hallpike and Mr. A. J. A. Wright: Histological 
Changes in the Temporal Bones in Meniére’s Disease. 
2.30 p.m. (Royal Infirmary, Sheffield), clinical meeting. 
Disease in Children. 2.15 p.m. (Leeds General Infirmary), 
demonstration of cases 
ROYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE, 26, Portland Place, W.1 
THURSDAY 8.15 P.M., annual general meeting. 8.45 P.M., 
Dr. G. A. H. Buttle: Sulphanilamide and its Derivatives 
with special reference to Tropical Medicine. 
KENSINGTON MEDICAL SOCIETY 
WEDNESDAY 8.30 p.m. (St. Mary Abbots Hospital, Marloes 
toad, W.8), Lord Horder: The Mental Aspects of Physical 
Disease 
RESEARCH DEFENCE SOCIETY 
TUESDAY 3 p.m. (London School] of Hygiene, Keppel Street, 
W.C.1), Sir Edward Mellanby, F.R.S.: The Experimental 
Method in the Conquest of Disease (Stephen Paget 
lecture.) 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
eats 7: COLLEGE OF SURGEONS, Lincoln’s Inn Fields, 
C.2 


MONDAY 5 p.M., Dr. D. W. Gordon Murray: Heparin in 
Thrombosis 
WEDNESDAY 5 P.M., Mr. George Armitage: Gastroscopic 


Observations on the Healing of Chronic Gastric Ulcer. 
(Hunterian lectures.) 
CHADWICK LECTURE 
THURSDAY ».30 p.m. (Chelsea Physic Garden, Swan Walk, 
S.W.3), Prof. R. Ruggles Gates, F.R.S.: Plant Genetics 
and Human Welfare. 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1 
THURSDAY 1.30 P.M., medical cases. 3 P.M., surgical cases. 
1.30 P.M., X-ray demonstrations 
FRIDAY 10 a.M., Dr. George Graham: The Treatment of 
Adiposity. 11 .M., Prof. Geoffrey Hadfield : The Collection 
and Transmission of Pathological Specimens Noon, 
Dr. A. C. Roxburgh: demonstration of skin diseases. 
1.45 p.M., Mr. H. G. Bedford Russell: Treatment of Acute 
Infections of the Upper Respiratory Tract 2.45 P.M., 
Mr. W. E. Underwood and Mr. H. W. Rodgers: Treatment 
of Acute Infections of the Hand and Fingers. 4 P.M., Mr. 
S. L. Higgs: Back Ache 
SATURDAY.—10 a.M., Dr. Geoffrey Bourne : Common C auses 
of Palpitation and their Treatment 11 a.M., Mr. F A 
Evans: Newer Anesthetics Noon, Dr. W. M. Levitt: 
Deep X-ray Therapy. 1.45 p.m., Dr. K. D. Keele: Pain— 
its Clinical Significance 2.45 p.M., Dr. E. F. Scowen: 
Fallacies of Endocrine Treatment 4 p.M., Mr. James 
Coutts, Ph.D.: New Drugs and Preparations 
The course is open to all medical men 
ST. MARY’S HOSPITAL, W.2 
TUESDAY 5 P.M. (institute of pathology and research), Sir 
John Orr, F.R.S Nutrition in Relation to Therapeutic 
and Preventive Medicine 
BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W.12 
MONDAY 1.30 P.M., Dr. R. C. Wingfield : 
Tuberculosis 
WEDNESDAY Noon, clinical and pathological conference 
medical). 2 p.M., Dr. T. C. Stamp: The Bacteriological 
Diagnosis of Gastro-intestinal Infection: (1) Enteric and 
other Salmonella Infections 3 P.M., clinical and patho- 
logical conference(surgical) 4.30 pm., Prof. H. W. C 
‘ines: Pathology of the Adrenal Glands 
THURSDAY 2.15 P™M., Dr. Duncan White: 
demonstration. 3.30 P.M., Mr. Alec Bourne : 


Pulmonary 


radiological 
Salpingitis 


FRIDAY 2 p™., clinical and pathological conference 
obstetrics and gynecology). 2.30 P.M., Mr. Charles Donald : 
Acute Pyogenic Infections 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinies and 
operations, obstetrical and gynecological clinics and 
operations 
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TAVISTOCK CLINIC, Malet Place, W.C 
Monpbay.—6 Pp.M., Dr. Emanuel Miller : The Meaning of 
Psychothe rapy. 
WEDNESDAY.—3 P.M., Dr. Cedric Shaw: Differential Diag- 
nosis. 4.30 P.M., Dr. H. Crichton-Miller: Impotence 
THURSDAY.—6 P. M., Dr. Alan Maberly: Disorders of Child- 
hood—Obsessional and Allied Disorders, Temper, Violence, 
Wandering 
mOmeyT AL FOR SICK CHILDREN, Great Ormond Street, 
T.C.1 


THURSDAY.—2 P.M., Dr. Bertram Shires: The Interpretation 
of X Rays in Diseases of Childhood. 3 P.M., demonstration 
in the electrotherapy department 

Out patient clinics daily at 10 a.m. and ward visits at 2 P.M. 

ST. GEORGE’S HOSPITAL, 8.W.1 

THURSDAY.—5 P.M., Dr. Anthony Feiling: 
demonstration. 

WESTMINSTER HOSPITAL, 8.W.1 

TUESDAY.—-5 P.M., clinicopathological demonstration 

FELLOWSHIP OF MEDICINE AND POST-GR. ADY ATE 
MEDICAL ASSOCIATION, 1, Wimpole Street, Ww 

MONDAY to SATURDAY.—ST. Mary’s Hospirat, Ww : ,, 
and Thurs., 8 P.M., clinical and pathological Pd R.C.P. 
course.—BROMPTON HospITAL, 8.W.3, Tues. and Fri. or 
Mon. and Thurs., 5.15 P.M., M.R.C.P. courses in chest 
diseases.—LONDON CHEST HospITaL, Victoria Park, E.2, 
Wed. and Fri., 6 p.m., M.R.C.P. course in heart and lung 
diseases West END HospITaAL FOR NERVOUS DISEASES, 
Welbeck Street, W.1, afternoon, M.R.C.P. course in 
neurology.—CHELSEA HOSPITAL FOR WOMEN, Arthur 
Street, S.W.3, all-day course in gynecology PRESTON 
HALL, near Maidstone, Kent, Sat., demonstration on 
pulmonary tuberculosis 

SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION, 

WEDNESDAY.—4 P.M. (St. James’ Hospital, Ouseley Road, 
S.W.12), Dr. W. G. Barnard: The Present Position of the 
Cancer Problem. 


neurological 


Appointments 


BULMAN, H. A., M.R.C.S., D.P.H., medical officer of health 
for Marylebone 

DONALDSON, MALCOLM, M.B.Camb., F.R.C.S., F.R.C.0.G., 
physician accoucheur to St. Bartholomew’s Hospital, 
London. 

Huss, C. B., M.B. Lond., D.P.H., deputy medical officer of 
health for Twickenham 

LANDER, F. P. LEE, M.D. Lond., F.R.C.P 
Putney Hospital. 

PRITCHARD, A., M.B. Lond., assistant medical officer at 
Warren Road Hospital, Guildford 

Rees, D. F., M.R.C.S., resident assistant medical officer at 
Battle Hospital, Reading 

SUTHERLAND, H. A., M.B. Glasg., assistant medical officer at the 
County Mental Hospital, Gloucester. 

London County Council.—The following appointments and 


, hon. physician to 


transfers are announced (A.M.O. (I) or (II) = assistant 
medical officer c _ I or class II) : 
WHEATON, C. E. , M.D. Lond., M.R.C.P., deputy medical 


superintende = (class I) at Lambe th Hospital : 
mean, Ss. W., M.B. Lond., F.R.C.S., senior A.M.O. (I), 
Peter’s Beagttal ; 
Tien. N , M.B Brist., F R.C.8S., senior A.M.O. (II), 
St. James’ Hospital : 
LATTER, ROSALIND B., M.B.N.Z., M.R.C.P., A.M.O. (1), 
St. Stephen’s Hospital; and 
BROWNE, OLIVE M., M.B. Edin., A.M.O. (II), High Wood 
Examining Surgeons under the Factories Act, 1937: Dr. W. R. 
McLINDEN (Oldham, East, District, Lancaster) ; Dr. R. L. 
KITCHING (Wetherby District, York, W.R.);.Dr. J. F 
HAMILTON (Bothwell District, Lanark). 


Vv acancies 


For further information refer to the advertisement columns 

Aberdeen Royal Infirmary Surgeon in charge of radium 
therapy, £800. 

Arlesey, Beds, Three Counties Mental Hosp.—Sen. asst. M.O., 
£650. 

Association of Surgeons of Great Britain and Ireland, 50, Wimpole 
Street, W.1.—Moynihan fellowship, £350 

Barbados General Hosp.—Radiologist, £800. Also H.S. and 
anresthetist, £450. 

Bath, Royal United Hosp.—H.P., at rate of £150. 

Bedfordshire County Council.—Asst. M.O.H., maternity and 
child welfare, £500. 

Berkshire County Council.—Asst. M.O., £500. 

Birmingham City.—Temporary asst. M.O.H., at rate of £600. 
Also asst. res. M.O. in tuberculosis section, £450 

Blackburn Royal Infirmary Res. H.S., £175. 

Brighton County Borough.—Sen. M.O. and asst. to M.O.H., £800. 

Cambridge, Addenbrooke’s Hosp.—H.P., at rate of £130. 

Canterbury, Kent County Mental Hosp., Chartham.—Jun. asst. 
M.O., £350. 

Charing Cross Hosp., W.C.2.—Cancer and radium registrar, 
£100. Also clin. asst. to dermatological dept. and clin. 
asst. to X-ray and electrotherapeutic dept., each £50. 

Charterhouse Rheumatism Clinic, 56, VW eymouth Street, W.1.— 
Hon. clin. assts 

Chelsea Hosp. for Women, S.W.3 Anzesthetist 

Derbyshire County Council Asst. county M.O.H., £750 

Derbyshire Education Committee Asst. school M.O., £500. 
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VACANCIES.—BIRTHS, 


Dewsbury County edie —Res. 
child welfare dept., £350. 
Dover Borough.—M.O.H. and port M.O., 
Dreadnought Hosp., Greenwich, S.£.10 
at rate of £150. 
Durham County Council.- 

Durham County Hosp H.S., at rate of £150 

Essex County Council Temp. tuberculosis officer, £12 per week. 

eer Hosp. for Sick Children, Southwark, S.E.1. —Radiologis st, 
& 


asst. M.O. in maternity and 


£900. 


Asst. schoo] M.O., £500. 


0. 
etinaas, Royal Victoria Hosp.- 


—Res. H.S. to special depts., 
£12 
Glasgow, yon Infirmary.—Asst. radiologist, £400. 
Glasgow Eye Infirmary.—Res. H.S., £150. 
Glasgow Royal Infirmary Radiologist. 


Greenwich Metropolitan Borough, S.E.10.—Asst. M.O., £500. 
ee General and North-West London Hosp., Haverstock 
Hill, N.W.3.—H.S., at rate of £100. 


Hastings, | Sh East Sussex Hosp.—Jun. H.S., at rate of £150. 


Hertfordshire County Council.—Asst. M.O. for maternity and 
child-welfare work, £500. 

Hosp o. Consumption and Diseases of the Chest, Brompton, 
S.W.3.—Two surg. registrars, each £15 

Hosp. ‘of St John and St. Elizabeth, 60, Grove End Road, N.W. 

H.P., at rate of £100, 
Hudderspeld, Storthes Hall Mental Hosp., Kirkburton Asst. 
O., £350 
Hull Municipal Maternity Home and Infants’ Hosp.—Jun. res. 


M.O., at rate of £100 
Hull Royal Infirmary.—Hon. 
Ilford, King George Hosp 

and H.S. to spec. depts., at rate of £100. 
Lancashire County Council.— Asst. county M.O., £800 
Larbert, Stirling District Mental Hosp.— Asst. M.O., £250. 


gynecologist 


Med. reg., £150. Also asst. cas. O 


Lincoln City.— Res. M.O. for City Hosp. and Sanatorium, £300. 

Lincolnshire Joint Board for the Mentally Defective.—Asst. M.O., 
£400 

London County Council.—Asst. M.O., £600. Asst M.O.’s 
(class I), each £350 Asst. M.O.’s (class II), 


each £250 
Also asst. M.O. for Queen Mary’s Hosp., Carshalton, £3 
London Hosp., E.1.—Medica] outpatient first asst., £150. 
London Jewish Hosp., Stepney Green, E.1.—Hon. clin. asst 
London University.—Chester Beatty scholarship in radiology, 





£400. 
Maida Vale Hosp. for 
physician 
Manchester, Crumpsall Hosp.—Res. asst. M.O., at rate of £200. 
Manchester City Education Committee.—School M.O., £1000. 
Manchester Royal Children’s Hosp., Pendlebury.—Res. H.S., at 
rate of £100 
Mansfield and District 
of £150 
Middlesex County Council 


Nervous Diseases, W.9.—Hon. asst. 


General Hosp., Notts.—H.S., at rate 


Obstetrician (grade I1), £650 Also 


asst. J »., £400 

Norwich, Norfolk and Norwich Hosp H.P. and H.S., each £120. 

Oxford, Radcliffe Infirmary.—Hon. asst. obstetrician and 
gynecologist. Also hon. asst. surgeon to ear, nose, and 
throat dept 

Oxford, Wéingfield-Morris Orthopadic Hosp.—Lord Nuffield 


scholarship in orthopeedic surgery, £200. 
at rate of £100 to £120. 
Penzance, West Cornwall Hosp 
Plymouth, Prince of Wales's 
surg. O., at rate of £225. 
Portsmouth Royal Hosp.—H.P., at rate of £130. 
Princess Elizabeth of York Hosp. for Children, Shadwell, 
Asst. physician. 
Queen’s Hosp. for Children, 


Also res. H.S 


H.S., 
Hosp., 


at rate of £150. 
Greenbank Road.—Res. 


E.1.— 


Hackney Road, E.2 
)., each at rate of £100. Also asst. surgeon. 

Radium Institute and Mount Vernon Hosp., 1, Riding House 
Street, W.1.—H.S. for Mount Vernon Hosp., at rate of £150. 


.—H.P. and cas. 


Reading, Royal Berkshire Hosp.—H.S8., H.S8. to special depts., 
and cas. O., each at rate of £150 
Rochdale Infirmary and Dispensary.—Sen. H.8., £200. 


Romford Isolation Hosp.—Sen. asst. M.O., 

Rotherham Hosp.—Cas. H.S., £150. 

Royal Army Medical Corps.—Temporary commissions. 

Royal London Ophthalmic Hosp., City Road, E.C.1.—Pathologist 
and curator, £650. 

Royal Masonic Hosp., Ravenscourt Park, W.6.—Res. surg. O., at 
rate of £250. 

Royal National Orthopaedic 
Wl Res. H.S., £150. 


£350. 


Hosp., 234, Great Portland Street, 

Also surg. reg., £105. 

Royal Naval Dental Service.—Dental officers. 

Royal Naval Medical Service Medical officers 

Royal Northern Hosp., Holloway, N.7.—Res. M.O., £370. 

Royal Tunbridge Wells, Kent and Sussex Hosp H.S. to ear, 
nose, and throat and ophth. depts. and res. aneest hetist, £150. 


St. Albans, Hill End Hosp. and Clinic, d:c.—Two H.P.’s, each 
at rate of £165. 
St. John’s Hosp., Lewisham, S.E.13 Res. second H.S., at rate 


of £100 
Sheffield Children’s Hosp.- 
Sheffield Royal Hosp 
at rate of £80. 
Sheffield Royal Infirmary and Hosp 
£500 and £300 respectively 
£80 to £120 
Shrewsbury Royal Salop Infirmary.— Res. surg. O., £250. 
Southampton County Borough.—Asst. port M.O.H., £500. 
Southampton Free Eye Hosp.—.8., at rate of £150. 
Stoke-on-Trent, North Staffordshire Royal Infirmary.—H.S. to 
aural and ophth. depts., at rate of £150. 


H.P., £100 

Ophth. H.S., £120. Also holiday locum, 
and clin. asst., 
H.S., at rate of 


First asst 
Also ophth 


Stourbridge, Corbett Hosp H P., at rate of £125 

Stourbridge Borough.—M.O.H. and M.O. to North Worcester- 
shire Joint Isolation Hosp. Board, £800 

Swansea County Borough.—Asst. M.O., £500. 


Taunton, Taunton and Somerset Hosp H.P., at rate of £125. 


Tilbury Hosp H.S., at rate of £140. 


MARRIAGES, 


.—Receiving-room officer, 
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University College Hosp. Medical School, W.C.1 
Crocker travelling scholarship in dermatology, 

Warwick, Warwickshire and Coventry Mental Hosp., 
Deputy med. supt., £650 

West London Hosp., Hammersmith, W.6. 
each at rate of £100 

Willesden General Hosp., 
at rate of £100 Hon 
1 guinea per session 

Winchester, Royal Hampshire County Hosp.— Res 
rate of £200. 

Ww oolwich 

S_E 


tadcliffe 
£280 

Hatton.— 

H.P. and three H.S.’s 


Road, N.W 10 


assts. 


, 


Harlesden 
clin. 


Cas O., 


Also refraction asst., 
surg. O., at 


and District War Memorial 
8.—Cas. O., at rate of £100 
King Edward VII Memorial 
-Asst. county tuberculosis officer, 
H.S. to eye, ear 


Hosp., Shooter’s Hill, 

IWorce —~ rshire, 
Knightwick 

York County Hosp 


Sanatorium, 
£450 


, nose and throat dept., £150 


The Chief Inspector of Factories announces a vacancy for a 
Factory Surgeon at Dundee (Angus). 
Births, Marriages and Deaths 
BIRTHS 


AIRD On May 31, 
—@& son 

CARMICHAEL.—On May 26, in India, the wife 
Gordon Carmichael, R.A.M.C 


at Blackpool, the wife of Dr. J. Wilson Aird 


of Captain J. A. 


a son 
JESSOP On May 31, at ibeotamok Street, W.1, the wife of 
Mr. W. H. Graham Jessop, F.R-C.S a son 
LESSER.—-On June 4, at the London Clinic, the wife of Dr 
S.A Lesser—a daughter 
MACK ENZIE.— On May 29, at 11, Randolph Crescent, Edinburgh, 


the wife of Dr. N. F 


Brockhall, 
near Blackburn 


MacKenzie, 
a daughter. 


Langbo, 


RIDSDEL On June 4, at Bentinck Street, W.1, the wife of 
Dr. W. B. Ridsdel, of Westerham, Kent—a daughte1 
MARRIAGES 
BLAIR—GRUNDY On June 3, at Manchester College, Oxford, 
George Leighton McCall Blair, M.B of Wisbech, to 


Margaret Elizabeth Grundy 
CLARKE—MARSHALL.—On June 3, 
Dorking, John Garrett 
Phyllis Marshall 
GIBBENS—McCNEILE.—On June 1, in 
Gibbens, M.B., to Barbara MecNeile 
HANLIN—MANSON On June 1, at Glenurquhart Parish Church, 
Drumnadrochit, Reginald Kirk Hanlin, M.B., of Nairn, 
to Jenny Campbell Manson 
MACKEY—SYKES On June 3, at the Church of St. Joh n the 
Evangelist, Edinburgh, William Arthur Mackey, F.R.C.S.E 
to Joan Margaret Sykes 


DEATHS 


Alice Marian Benham, 
of Oakley Street, Chelsea, S.W.3, aged 66 
DOWNES On June 3, at Priory Road, Hornsey, N.8, 

Downes, M.R.C.S., aged 80 


at St. Joseph’s R.C 
tobert Clarke, 


Church, 
M.B., of Luton, to 


London, John Hartley 


BENHAM On June 5, M.D. Lond., 


Howard 


GRAY On May 30, at Holsworthy, Walter Gordon Gray, 
M.R.C.S 

SHAW On June 2, at Glasgow, Charles John Shaw, M.D. Edin., 
F.R.C.P.E 

TURNER.—On June 6, at Walker Street, Bdinbargh , Arthur 


Logan Turner, M.D. 
N.B.—A fee of 6d. 
Births, 


Edin., LL.D., F.R.C.S.E 
is charged for the insertion of Notices of 
Marriages, and Deaths 


~ ~ . . = 

THE LANCET 100 YEARS AGO 
June 8, 1838, p. 403. 

From a leading article. 

THE medical profession is, perhaps, more 
than any other to the cultivation of truth... . 
medical practitioner is questioning the patient, 
the effects of remedies, watching the sufferer’s return to 
health, or tracing the ravages of disease, he is still searching 
after truth. In medical science the past has no sanctified 
errors, the present no lucrative lies. Although falsehood, 
however, be driven from the medical highways, it 
extinct ; it lurks in by-paths and alleys, ever ready to 
caress the profligate, to mislead the unwary, and to rob 
the unguarded of honour, self-respect, and a good 
conscience. What temptation is there not held out to 
quackery, to the invention of cures, to the discovery of 
remedies,—to the affectation of wisdom, 
to writing bad books upon clap-trap practical subjects ? 
In real life the medical man is called upon to repudiate 


favourable 
When the 


observing 


is not 


new solemn 


all these surreptitious aids, and sometimes to brave 
neglect and poverty,—to endure contumely,—to dash the 
sparkling cup of riches and success from his lips, rather 


than live on a sullied integrity, and feel a conscious false- 


hood burning for ever at his heart. 
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NOTES, COMMENTS, AND ABSTRACTS 


THE REPORT ON ABORTION 


Two years ago the Home Secretary and the Minister 
of Health jointly appointed a committee to inquire 
into abortion and to consider what steps can be taken 
to reduce mortality and morbidity from this cause. 
Meeting with Mr. Norman Birkett, K.C., as chairman, 
the members were Mrs, Stanley Baldwin (now 
Countess Baldwin), Lady Ruth Balfour, M.B., Sir 
Comyns Berkeley, F.R.C.0.G., Dr. T. Watts Eden, 
F.R.C.0.G., Dr. G. C. M. M‘Gonigle, Mr. H. A. 
de Montmorency, Sir Rollo Graham-Campbell, Capt. 
M. P. Pugh, Mr, Bentley Purchase, Mr. C. D. C., 
Robinson, Mrs. Dorothy Thurtle, Mr. T. H. Hunter, 
K.C., Lady (Rhys) Williams, Sir Ewen Maclean, 
and for a time Lady Forber, M.D. Their report? 
published on Thursday contains many recommenda- 
tions and a number of reservations. 

Having found it hard to ascertain the prevalence 
of abortion the committee pleads for a more uniform 
and accurate system of record-keeping by institutions. 
It is inclined to accept the estimate that something 
like 16-20 per cent, of all pregnancies end in abortion, 
which means that the annual number in England 
and Wales is between 110,000 and 150,000—or 
300-400 every day. It appears that the proportion 
of abortions to total pregnancies has not appreciably 
increased of recent years, but criminal abortion has 
become commoner. The average fatality-rate is put 
at 0-3-0-4 per cent., but the great majority of the 
deaths occur in cases where there has been criminal 
interference, which may represent about 40 per cent 
of the total. Artificial induction of abortion, even 
when the woman is healthy and the operator skilful, 
involves a risk; and though Russian experience 
suggests that the mortality in such circumstances is 
low, the morbidity and particularly the later sequele 
are said to have been serious during the years when 
abortion was legal in the Soviet Union. 


ETHICAL QUESTIONS 

“The law relating to abortion is freely disregarded 
among women of all types and ciasses,’’ but in the 
committee’s opinion purely selfish motives seldom 
predominate. Only a fraction of the number of 
criminal abortions procured come to the knowledge 
of the police, and the committee endorses the recom- 
mendation of the Royal College of Physicians that 
doctors should urge their patients to allow the 
necessary report to be made. A reservation signed 
by Lady Baldwin, Lady Ruth Balfour, Sir Comyns 
Berkeley, Capt. Pugh, Mr. Purchase, and Lady 
Williams goes further and points out that as things 
now stand the criminal abortionist “can feel safe 
in advising his victim to call in a doctor, should her 
condition demand it, with the almost certain know- 
ledge that the matter will go no further. We believe 
that the general public, and perhaps most doctors, 
do not realise the extent to which the abortionist 
is able to benefit by the inactivity of the medical 
profession in this matter.” Lady Baldwin and her 
associates believe that many doctors would welcome 
a decision that would relieve them of their present 
dilemma, in which “their legal and public duty is 
at variance with the tenets of their profession as 
voiced by the Royal College of Physicians,’’ They 
hope therefore that the College will revise its recom- 


1. Report of the Inter-departmental Committee on Abortion. 
I. Stationery Office. 1939. Pp. 168 ls. td 
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mendation made in 1916, which has limited the 
doctor’s power to assist justice to those rare cases 
in which the patient consents to disclosure. 

The committee recognises that the present law 
presents difficulties to the practitioner who is con- 
templating the induction of abortion on therapeutic 
grounds and it advises that (except in urgent cases) 
he should be obliged to obtain the written agreement 
of a colleague who has examined the patient, and 
within forty-eight hours of the operation should send 
a notification signed by them both to the local medical 
officer of health. The particulars given would include 
a statement of the condition for which abortion 
was required, the immediate result, and the dates ; 
and they would be confidential except that the police 
would have access to them. This proposal is unaccept- 
able to two members of the committee, Mr. de 
Montmorency and Dr. M‘Gonigle, who argue that it 
would not control the actions of unscrupulous prac- 
titioners and that in the public mind would unwisely 
associate the public-health services with police 
functions. 

‘“The induction of abortion is on ethical, social, 
and medical grounds essentially an undesirable 
operation, justifiable only in exceptional circum- 
stances, and the committee is strongly opposed to 
any broad relaxation of the law designed to make 
social, economic, and personal reasons a justification 
for the operation.’ While it would welcome the 
legalisation of abortion after rape, it has been unable 
to devise a scheme to meet the legal and other 
practical difficulties. It does not support specific 
permission for the termination of pregnancies starting 
before the age of sixteen, or resulting from incest, 
or likely to transmit hereditary disease. If in any 
such case there were adequate medical reasons, 
however, abortion would unquestionably be legal. 
Neither the compulsory notification of all abortions 
nor the compulsory notification of pregnancy is 
favoured by the majority ; but much is expected from 
better attention for abortion cases. The Midwives 
Act should, it is suggested, be amended so as to 
require that local supervising authorities supply a 
number of midwives sufficient to provide skilled 
nursing for women who have had abortions. Also 
it is felt many spontaneous abortions would be 
prevented by sound antenatal care from early in 
pregnancy and by early consultation when abnormal 
symptoms are noted, 


BIRTH CONTROL AND SOCIAL MEASURES 


On the larger question of social discouragement of 
abortion, attention has been paid to the influence 
and availability of contraceptive methods. The 
committee remarks that even the most reliable 
contraceptive advice, universally disseminated, would 
not provide a complete solution of the problem of 
criminal abortion. ‘‘ Mainly on general grounds not 
directly connected with its inquiry ”’ it is not prepared 
to recommend that the public-health services should 
be utilised for the unrestricted spreading of such 
information. But it feels that local authorities should 
provide opportunities for securing contraceptive 
advice to every married woman whose health would 
suffer through pregnancy, “and the medical grounds 
should not be limited by too narrow an interpre- 
tation.” Already local-authorities have such powers 
but they do not use them sufficiently. It is recom- 
mended that the Minister of Health should bring this 
fact forcibly to their notice. 
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Lady Ruth Balfour and Dr. Watts Eden express a 
dissentient opinion; they think “it would be 
desirable in the public interest that medical officers 
in charge of clinics maintained by local authorities 
should be permitted to give birth control advice and 
treatment to married persons who desire to limit or 
space their families for economic reasons.” 

The committee as a whole realises that measures 
seeking to relieve the financial difficulties associated 
with childbirth and parenthood represent a sound 
approach to the problem. A particular measure to 
which it draws attention is improvement of the 
municipal maternity services, but it also mentions com- 
pulsory payment of family allowances among other 
possible means of lessening resort to abortion, Also 
on the positive side it is suggested that social workers 
should combat ‘‘the tendency in some quarters to 
regard parents of several children as unfortunate.” 
The importance of the family as a unit of social life, 
and its value as a source of happiness, should be 
emphasised, While the public should be instructed 
about the nature and consequences of criminal 
abortion they should also be made to realise that 
maternity is not as dangerous as they are sometimes 
led to suppose, Steps should likewise be taken to 
educate public opinion into a more humane and 
enlightened attitude towards unmarried mothers. 


Other recommendations relate to the sale of so-called 
abortifacient drugs ; this is described as “‘ a fraudulent 
exploitation of the mental distress of the women who 
buy them in the anticipation that they are likely to 
be effective”’; and their indiscriminate use may 
endanger health and life. The development of research 
on the new synthetic cestrogens should be closely 
followed. and if, as is expected, these prove effective 
for the termination of early pregnancy, their sale 
will have to be controlled and restricted. It is 
proposed that existing facilities for carrying out 
pregnancy-diagnosis tests should be reviewed with 
the idea of making them more generally available 
irrespective of income. 

A minority report by Mrs. Dorothy Thurtle favours 
much wider dissemination of advice on birth control, 
partly through gynecological clinics of the kind 
proposed by Dr. Joan Malleson, who submits a 
memorandum (see Lancet, Feb. 11, 1939, p. 366). 
Mrs. Thurtle thinks it would probably be well to 
legalise voluntary abortion for women who have 
had four pregnancies (continuing until the fetus 
was viable), and she would also legalise the operation 
in cases of rape under the age of sixteen and in 
certain other circumstances, in cases of incest, and 
in cases where sterilisation would have been advisable. 
She can conceive no penal deterrent that will be 
effective, and submits her proposals as a means of 
preventing crime “in the sense of removing from 
women the necessity to resort to it.’ 





PHASES OF LOVE 


Dr. Sloan Chesser has set down a series of jottings 
which present a broad and effective survey of the 
physical and psychical aspects of love. She quotes 
very few other writers but draws almost entirely 
upon her own thought and experience; she has 
clearly had occasion to observe and listen to persons 
of many types. Her attitude is elastic and tolerant 
but her sympathy with the modern young has not 
affected her sense of values. Each of the five parts 
of her book is illustrated with examples from her own 


1. Five Phases of Love. By Elizabeth Sloan Chesser, M.D. 


>*p. 252. 


London: Herbert Jenkins. 1939. is. 6d. 
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case-records. She is emphatic in her advocacy of 
continence during adolescence, favours early marriage 
whenever possible and gives some depressing pictures 
of the results of promiscuity during youth. Her 
insistence that a successful marriage is nearly always 
the outcome of hard work and constructive coépera- 
tion on the part of both husband and wife will not be 
disputed ; and it is now agreed, too, that the degree 
of concord between the parents influences the mental 
stability and ultimate good citizenship of their 
children. Dr. Sloan Chesser has some sensible things 
to say about abortion, prostitution and sexual 
perversions and deals sympathetically with the 
climacteric and old age. 


A CROMWELLIAN MAJOR-GENERAL ! 


Sir James Berry has been inspired to devote some 
of his well-earned leisure to the compilation of this 
account of one of his ancestors, that James Berry 
who rose to distinction in the troubled times of the 
Great Civil War. The volume is the more welcome 
because it deals mainly with events in the political 
history of Cromwell’s dictatorship, and the extremely 
intricate movements which immediately preceded 
the Restoration, a period of which our information 
has been, and still is, in many respects defective. 
The authors believe that this is the first study of the 
administrative details of the activities of the eleven 
major-generals to whom in 1655 Cromwell entrusted 
the civil and military rule of England and Wales. 

Of James Berry’s life before he joined the army 
but little is known. He was a puritan, and must 
have had some previous military experience, for as 
early as 1643 he was already an officer in Cromwell’s 
own troop of horse. He served in this capacity 
throughout the years of the first civil war, and in 
1651 was promoted to the command of his own 
regiment. He had fought in the north, and in the 
west, and was at Dunbar with Cromwell. When the 
fighting was over he was employed in military and 
civil administrative posts with his regiment, till on 
the breakdown of Cromwell’s attempt to govern by 
means of a parliament the Protector divided the 
whole of England and Wales into districts with a 
major-general at the head of each district. Berry’s 
district included Shropshire, Worcester, Hereford, 
North Wales, and after the first few months South 
Wales as well. Of this period there are several of 
Berry’s letters extant, so that it is possible to construct 
a detailed picture of the methods he employed, and 
the difficulties he encountered. The war had prac- 
tically brought to a standstill all the public life of the 
country, and it was Berry’s task to attempt the 
restoration of civil justice, and local administration 
in counties where the Royalist party had been strong, 
and the breakdown therefore more complete. More- 
over in these years there were constant conspiracies 
and plots against the Protector, and in favour of 
the Stuarts, and part of Berry’s duties was to exercise 
a rigid supervision over all suspects, and over such 
seemingly innocent amusements as race-meetings and 
parties for hunting. In addition he had to see that 
the heavy taxes imposed on the Royalist gentlemen 
were properly paid. He appears from his letters to 
have been lenient wherever it was possible, and on 
the whole to have discharged his duties efficiently. 
The system was pursued until the ensuing parliament 
in 1657 refused to vote the supplies necessary to 
carry on the rule of the major-generals. Berry was 
by this time a member of parliament, and in the 
following period, especially after the death of Cromwell, 
took an active lead in the ‘‘ army party ”’ which was 
distinctly republican in tone, and therefore in opposi- 
tion to the bulk of opinion in the country, which as 
a whole favoured the Restoration. The story of the 
vicissitudes of the ‘‘ army party ’’ and of Berry as 
one of its acknowledged leaders is difficult to follow, 
but eventually the Restoration robbed it of all 
1. By Sir James Berry, F.R.C. 

At the Clarendon Press. 


S., and Stephen G. Lee. Oxford: 
8. Pp. + 


1933 325. 15e. 
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influence ; and Berry as a marked man spent the indicated a head-presentation. The Lima obstet- 
next twelve years of his life in prison or under ricians who examined the child could only arrive at 


restraint. Finally he was released, and though he 
lived for many years afterwards seems never again 
to have played an active part in the life of his time. 
He died in 1691, being probably about 80 years of age. 

Berry appears from these careful researches to 
have steadfast and high-principled puritan 
with a strong leaven of republicanism ; not an out- 
standing leader, but a good soldier, a just adminis- 
trator, and a firm friend to his neighbours and to his 
co-religionists. Sir James and his fellow editor are to 
be congratulated on this scholarly study of a repre- 
sentative Englishman during extraordinarily 
difficult years. 


been a 


some 


STATISTICS FROM THE UNITED STATES 


ACCORDING to the latest reports of the Bureau of 
the Census, prepared under the supervision of Dr. 
Halbert Dunn (Mortality Statistics, 1936, and Birth, 
Stillbirth and Infant Mortality Statistics, 1936, 
Washington), the estimated population of the United 
States in 1936 was 128,429,000. In the same year 
there were registered 1,479,228 deaths and 2,144,790 
live births, giving crude rates of 11°5 and 16°7 per 
1000 persons living. These vast figures are analysed 
in detail in these reports and show many interesting 
features. Stillbirths numbered 34 per 1000 live 
births and the further loss in the first year of life was 
57 deaths per 1000 live births, giving a loss of 1 baby 
in every 11 before its first birthday (excluding abor- 
tions and miscarriages). Of every 39 deaths, 1 was 
due to a motor-vehicle accident, and the absolute 
number of such fatalities was nearly the same in 
urban and rural areas, Deaths attributed to cancer 
and other malignant tumours (142,613) were just twice 
as many as those debited to all forms of tuberculosis 
(71,527). The seasonal swing of mortality in the United 
States is less than that customary in England and 
Wales, there being a smaller rise in the States in the 
first quarter of the year, to which respiratory causes 
especially contribute, and a less pronounced decline in 
the summer months, for which the higher incidence 
in the U.S.A. of deaths due to the enteric-dysentery 


group and to malaria may well be responsible. 
The birth-rate shows only a slight seasonal trend 
with its maximum in the third quarter, at which 


time the stillbirth-rate is relatively low. Particulars 
relating to the latter show, for a restricted area, that 
56 per cent. of stillbirths were of males, 44 per cent. 
of females, that half of them took place in the eighth 
and ninth months of pregnancy, and that malforma- 
tions are the only cause reported as responsible for 
more stillbirths of females than males. Infant mor- 
tality ranged from 42 in Connecticut to 122 in New 
Mexico; in the whole country it was 53 per 1000 
for white children and 86 for negro; nearly half of 
the infant deaths took place in the first week of 
life, and nearly 60 per cent. in the first month. 

The value of these extensive tabulations of the basic 
Vital-statistical data would be still further enhanced, it 
seems to the stranger, if some official estimates of the 
populations of different areas could be added. 


PREGNANCY AT FIVE YEARS OF AGE 

Prof. Edmundo Escomel of Lima, Peru, reports 
a case of pregnancy in a child five years of age 
(Pr. méd, May 13, 1939, p. 744). At the beginning of 
April last the patient, born on Sept. 27, 1933, the 
daughter of poor country people, was brought to 
Pisco Hospital because of a large tumour of the 
abdomen. Dr. Lozada was amazed to find present 
all the signs of pregnancy, and questions elicited the 


information that menstruation had begun at eight 
months, and that at four years the breasts were 
developed and pubic hair present. The girl had 


ceased to menstruate 74 months before, the breasts 
were now increased in size, Montgomery tubercles 


were present, and the foetal heart could be heard to 
beat. 


Radiography confirmed the diagnosis and 





the same conclusion and the question of a cesarean 
operation was discussed in case the small pelvis of 
the mother would not permit a natural birth. From 
Prof. Escomel additional information arrived by 
air-mail, together with the patient’s photograph, 
which is reproduced in the Presse Medicale of May 31. 
At term the infant was removed by cesarean section 
on May 14, when the mother was 5% years of age. 
The child weighed 2700 grammes and was well built 
and healthy. The mother was also well and in a 
very few days was expected to be able to leave the 
maternity clinic. The person responsible for this 
event is unknown, for the patient herself is a little 
backward and unable to give precise answers. 
A committee of ladies has been formed to assure the 
future of the mother and her child. 

It may be recalled that Molitor in 1878 reported 
to the Royal Academy of Medicine in Belgium the 
case of a girl who was eight years of age when her 
child was born. 


GYMBALL EXERCISES 

To the uninitiated it may be explained that gym- 
balls are little medicine balls about 3 in. in diameter 
and weighing 34 lb., made of rubber and filled with 
shot. Those who have attended classes in the 
attractive recreative method of gymnastics for 
men, introduced by J. W. Bjérneby from Norway and 
sponsored by R. StG. Harper the Olympic hurdler, 
will be familiar enough with their use and will find 
the neat booklet of gymball exercises compiled by 
these two athletes useful for home practice. (Britnor 
Recreative Gymnastics. Part I. London: Simpkin 
Marshall. 1938. Pp. 37. 3s. 6d.) The booklet 
is in loose-leaf form so as to allow for additional 
exercises and the figures and captions are easy to 
follow even by the inexperienced. To the complete 
novice, however, the value of these exercises is 
doubtful, for they need accurate demonstration and 
are more suited to the enthusiastic atmosphere 
of the class than the isolation of the bathroom. The 
diagrams are interspersed with health slogans— 
all sound but some a trifle obvious. Our advice 
would be: join the classes, and then get the book. 


ADVERTISEMENT OF CANCER CURES 


Circular 1813, sent out by the Ministry of Health 
to local authorities, calls attention to section 4 of the 
Cancer Act, which prohibits advertisements containing 
an offer to treat cancer, or to prescribe any remedy 
for it, or to give advice in connexion with its treat- 
ment, or referring to any article in terms calculated 
to lead to its use in the treatment of cancer. 

Subsections (4) and (5) of the section exclude 
from the prohibition certain advertisements, among 
them advertisements published only to members of 
a local authority or of the governing body of a 
voluntary hospital, and advertisements published by 
a local authority or by the governing body of a 
voluntary hospital or by any person acting with 
the Minister’s sanction. 

Under subsection (7) the duty is imposed on county 
and county borough councils to institute proceedings 
for offences, but under subsection (6) proceedings 
may not be instituted without the consent of the 
Attorney-General or the Solicitor-General. 


THE Times AND WESTMINSTER HospriTraL.—The 
weekly edition of the Times for May 24 contains a 
series of illustrated articles on different aspects of 
the new Westminster Hospital. The administration 
and the various departments of the hospital are 
described by those in charge of them. Sir Stanley 
Woodwark gives a broad outline of its general work 
and Sir Adolphe Abrahams deals with the relation 
of student to patient. In his large coloured picture 
on the cover Mr. Arthur Shearing has successfully 
overcome the difficulties of giving a satisfactory 
bird’s-eye view of the exterior. 





